Schedule 
sulting wor 


which, ¢f 


tO hay 
rpose of th 

In additiog 
been “ neg. 
NS to profe. 
ssable unde 
hen membe. 

What othe 
sultation 
ce, he has 
1 Of the cos 
may be some 
allowable. 


one has fr. 
an inguin 
srest to ment 
admitted t 
id a painful 
from a 
ormally kept 
bed as being 
ated. Ther 


ormally 


yrmal limits. 
about thre 
rds from the 
id extreme!) 
| the trans 
pt at reduc- 
ygen anaes 
the hernis 
long. Th 
> Opening o! 
ined a larg 
id not allow 
constricted, 
iflammaton 
dary to an) 
ck and un- 


iding article 
ntences that 
that it is @ 
cialist—that 
ualification 
first of al 
actitioners 
ion system. 
incidental! 


of anatomy 
‘ly changed 
ne 


BRITISH MEDICAL JOURNAL 


LONDON SATURDAY APRIL 25 1942 


TREATMENT OF THE NEPHROTIC SYNDROME WITH SERUM 
TRANSFUSIONS* 


H. BROWN, M.B., M.R.C.P. 


C. H. GRAY, M.Sc., M.B. 


Biochemical Laboratory, Sector 1X 
AND 
P. L. MOLLISON, M.B., M.R.C.P. 


It has been shown that in patients presenting the nephrotic 
syndrome the degree of oedema depends upon several 
factors; there is general agreement, however, that hypo- 
proteinaemia is the most important of these. Epstein 
(1917) first suggested that patients suffering from nephrosis 
should be given a liberal protein ration, and he claimed 
successful results from this method of treatment. Never- 
theless, Fishberg (1939) has the impression that “ apart 
from cases in which severe protein restriction is practised, 
the plasma protein level in the nephrotic syndrome is 
primarily determined by the permeability of the kidneys 
to protein and is difficult to influence by diet”; and Bing 
(1936) found that a high protein diet had no appreciable 
effect on the concentration of serum proteins in Bright's 

The theory upon which Epstein based his treatment is very 
simple—viz., that the hypoproteinaemia is due to loss of 
protein in the urine and that the protein intake is not sufficient 
to compensate for this loss. This theory does not provide an 
adequate explanation for more than some of the manifestations 
of hypoproteinaemia, as has been emphasized by Casten and 
Bodenheimer (1941). These authors consider that there is un- 
doubtedly a specific mechanism which controls the formation 
of serum proteins, and that when this mechanism is impaired 
it is futile to administer large amounts of protein which cannot 
be utilized to regenerate serum proteins. In such cases, how- 
ever, the intravenous injection of human plasma or serum 
might be expected to have at least a temporary effect on the 
plasma protein concentration and thus be of real benefit to the 
patient. Nevertheless, there is the further consideration that a 
dynamic equilibrium seems to exist between the serum proteins 
and tissue proteins (Madden and Whipple, 1940), so that we have 
no guarantee that protein introduced into the blood stream will 
stay there. 

Recently, methods of storage and preparation of human 
serum have been much developed, and transfusion of this fluid 
in large amounts has become more practicable. In particular, 
the introduction of methods of drying human serum has made 
it possible to prepare easily a concentrated fluid which should 
be particularly suitable for transfusion in cases of hypoprotein- 
anaemia. 

Reports so far available upon the results of serum trans- 
fusion in cases exhibiting the nephrotic syndrome yield con- 
flicting evidence of the value of this form of treatment. Thus, 
whilst Aldrich et al. (1938) reported complete clearing of 
oedema in 6 out of 9 cases of nephrosis treated with trans- 
fusions of concentrated serum, Weech, Goettsch, and Lyttle 
(1940) found that in a series of 7 similar cases only one 
responded favourably. Of 2 nephrotic patients treated by 
Levinson, Rubovits, and Necheles (1940) with serum, only one 
responded. 

* A report to the Medical Research Council from the N.W. and 
S.W. Blood Supply Depots. 


The Present Investigation 

In view of these very divergent findings, it was proposed to 
try the effect of transfusion of concentrated serum in the treat- 
ment of the nephrotic syndrome and to carry out certain 
laboratory investigations. War conditions unfortunately made 
it difficult to adhere to the original programme: many of the 
patients were lost sight of during the period of treatment, and 
laboratory facilities were interfered with. The cases, therefore, 
do not provide conclusive data with regard to the fate of the 
injected protein, although they do supply some suggestive 
evidence of the difficulty of raising the plasma protein level by 
serum transfusions. From the clinical aspect, however, the 
results support the view that serum transfusions are likely to 
prove of little value in the treatment of the nephrotic syndrome, 
at least when the amount of protein transfused is from 20 to 
100 g. 

Of the 12 patients treated, 8 were considered to be cases 
of Bright’s disease in the nephrofic stage. In the ninth case 
a diagnosis of lipoid nephrosis was made, and in the tenth 
of amyloid nephrosis. The eleventh and twelfth cases are 
examples of malabsorption of protein from the alimentary tract. 


Methods 
In all but one instance serum was used for transfusion. 
This serum was reconstituted from the dried product (obtained 
from the Medical Research Council's Serum Drying Unit). 
In 25 out of 28 cases the serum was injected in approximately 
fourfold concentration ; actual estimations of the protein con- 
tent of the fluid injected showed that in fact the concentration 


was sometimes a little lower—i.e., 18 to 23 g.%. In the 
descriptions below this fluid is referred to as “ concentrated 


serum.” In two other instances normal concentration was 
used, and in one instance citrate-saline plasma. 

The concentrated serum was administered either by syringe 
(in the case of the smaller quantities) or from an ordinary trans- 
fusion bottle. When the latter method was used the rate of 
flow was found to be slow owing to the high viscosity of the 
solution, and occasionally the rate was increased by raising the 
pressure of air inside the transfusion bottle by means of a 
Higginson syringe. 

The rate of administration was variable. In the case of the 
smaller amounts (50 to 200 c.cm.) of concentrated serum the 
time of transfusion was 10 to 30 minutes. In the case of the 
larger amounts (300 to 500 c.cm.) the transfusions were given 
over a longer period of time—i.e., up to 8 hours were taken 
over the administration. 

Some febrile reactions were noted, and 2 patients developed 
pain in the back. The development of this symptom during 
transfusion will not be discussed further in this paper, since its 
occurrence, together with that of other reactions, following 
transfusions of concentrated serum, has already been discussed 
(Brown and Mollison, 1940). However, lest any correlation 
might be thought to exist between the occurrence of a rigor 
and subsequent diuresis, cases in which such reactions followed 
transfusion are shown in Table I. 
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SERUM TRANSFUSIONS IN NEPHROTIC SYNDROME a 


TaBLe I.—Results of Transfusions 


Case | Sex |Age} Diagnosis Clinical Result 
N + a 
1 F | 37 | Nephrotic f(t) 1004 No diuresis ; increase 
nephritis 13 at in oedema 
2 M 19 250 4N No effect 
(1) 3504N Good diuresis 
(2) 500 4N Further diuresis; dis- 
3 M | 25 appearance of oedema 
( cit.-| + ‘oO effect 
| sal. plasma a 
(1) 1004N -- No effect 
4 M | 45 (2) 2004N ~ —— began 4 days 
(3) 2004N Good further diuresis; 
of 
ema 
5 M | 57 No reduction in oedema 
( ) ” ” ” ” 
Slight increase in urin- 
(1) 2504N] + 
6 M | 46 = ary output; ? remission 
(2) 300 4N { already in progress 
7 M | 57 , = = = No reduction in 
( ) r ” ” ” ” 
8 M 10 ” (2) 75 4N = ” ” ” ” 
(3) 75 4N ” ” 
nephrosis || (3) 704N] — Some increase in weight 
(1) S04N o effect 
10 | EF | 21 | Amyloid (2) 3004N] — Slight reductionin 
nephrosis (3) 500 4N 
la 1s04N | — No definite clinical 
to mal- 300 4N slight gain in 
absorption 
12 F | 33 * a 200 4N = No definite clinical 
effect 


In 6 of the cases changes in weight during the period of trans- 
fusion treatment were carefully recorded. Serial estimations of 
serum proteins were made in the majority of cases and some 
observations upon alterations in haemoglobin and in haemato- 
crit readings. Haemoglobin was estimated by Haldane’s 
method, using venous samples in most instances ; haematocrit 
estimations were made by Wintrobe’s method, the tubes being 
centrifuged at 3,000 r.p.m. until no further packing occurred. 
The serum proteins were usually estimated by the Kjeldahl 
method ; in two instances, however, a colorimetric method was 
employed. These estimations were carried out by several dif- 
ferent workers, and we therefore do not feel justified in empha- 
sizing any small changes that were noted. Quantitative estima- 
tions of the amount of albumin in the urine were made in some 
cases by the Kjeldahl method, but mainly the simple Esbach 
technique was employed. Again only large differences can be 
considered significant. 

Results 


Of the 11 oedematous patients only Cases 3 and 4 were 
completely relieved of their oedema following serum trans- 
fusion. In Case 3, however, the oedema had returned within 
10 days, and this oedema was unaffected by a further transfusion 
of concentrated serum. In Cases 6 and 10 there was a slight 
reduction in oedema. In 5 cases there was no good effect, and 
in Cases 1 and 8 oedema increased after transfusion. In the 
case histories given below results in individual cases are de- 
scribed in detail. 


Cases with Nephrotic Nephritis 
Cases 1 to 8 were all considered to be in the nephrotic stage 
of diffuse glomerulonephritis. Features common to all were 
oedema, albuminuria, raised blood pressure, and the finding of 
red blood corpuscles in increased numbers in the urine at one 
time or another. Most of the patients were receiving a diet 
consisting of increased protein, little or no salt, and restricted 
fluids. In the following case histories the changes following 
the transfusion of concentrated serum are recorded. Estima- 
tions of serum protein before and after transfusion in these 

cases and in Cases 10 to 12 are listed in Table II. 
Case 1.—Female aged 37. First symptoms 4 months pre- 


‘viously, during pregnancy ; delivered 2 months later. Urea- 


clearance test showed considerable impairment of renal func- 
tion.’ Blood urea 117 mg. per 100 c.cm. Three transfusions of 
concentrated serum—the equivalent of a total of 130 g. of 
protein—were given over a period of 8 days, but the serum 
proteins rose only from 5.0 to 5.8 g.% during this time ; no 


diuresis occurred, and the patient actually became more oedem- 
atous. From rough measurements of the amount of protein 
passed during this — it seemed very unlikely that more 
than a small part of the injected protein was lost in the urine. 
Oedema continued to increase after the last transfusion ; the 
patient died 3 days later. 

Case 2.—Male aged 19. Onset of oedema 7 weeks previously 
after an attack of scarlet fever. A transfusion of concentrated 
serum produced neither an increase in urinary output nor an 
increase in serum protein concentration. The patient eventu- 
ally improved spontaneously and left hospital 5 months later, 
free from oedema and with apparently normal renal function, 
Later, however, the oedema recurred and he was readmitted to 
hospital. 

Case 3.—Male aged 25. Onset of oedema 2 months previ- 
ously. The oedema was increasing in spite of the usual treat- 
ment when the first transfusion of concentrated serum was 
given. The latter produced a very considerable diuresis: 
within an hour of the end of the transfusion the patient had 
started to pass large quantities of urine. During the next § 
days over 14 Ib. in weight was lost and there was obvious clini- 
cal improvement. A second transfusion was given 6 days after 
the first, with an even better result. A total of 8,820 c.cm. 
of urine was passed during the following 24 hours (intake 960 
c.cm.). Four days after this second transfusion the patient's 
weight was found to be 42 Ib. less than it had been before the 
first transfusion. As will be seen from Table II the serum 
protein concentration rose considerably immediately after these 
transfusions, but 24 hours later was only slightly raised and 
throughout was below normal. Within a week of the second 
transfusion the patient’s weight started to increase again, and in 
the course of the next 2 weeks 14 lb. was regained. A third 
transfusion was then given. Although the serum protein con- 
centration rose following this transfusion, no diuresis occurred 
and the patient continued to gain weight. After a further 2 
weeks a fourth transfusion was given. The previous trans- 
fusions had all been of concentrated serum, but on this occasion 
citrate-saline plasma was used (protein concentration 3 g.% 
approximately). The response to this transfusion was most 
unfavourable and no diuresis occurred. The plasma protein 
concentration decreased significantly and the amount of 
albuminuria increased. The patient later became well enough 
to leave hospital, but was readmitted shortly afterwards and 
died in uraemia. 

Case 4.—Male aged 45. Oedema for 3 weeks, unaffected by 
the usual treatment. Blood urea 50 mg. per 100 c.cm. Three 
transfusions of concentrated serum were given in a period of 
2 weeks. The first transfusion was without effect, but the 
second and third transfusions resulted in a considerable increase 
in urinary output without any increase in the daily albumin 
excretion. The diuresis was followed by complete disappear- 
ance of the oedema. The serum protein concentration was 
scarcely affected by the first 2 transfusions ; unfortunately no 
estimation was made immediately after the third transfusion. 
Ten days later, however, a considerable increase was found. 

Case 5.—Male aged 57. Intermittent generalized oedema for 
9 months. Three months after the onset of the oedema the 
patient had been treated in another hospital with 2 plasma 
transfusions (of 3 and 6 pints respectively), and the oedema had 


TABLE Il.—Serum Proteins (G.%) Before and After 


Transfusions 
Time since Before Immediately After | 24-48 Hours After 
Case Previous 
oe Total | A/G | Total | A/G | Total | A/G 
qa) — 5-0 5-0 
1 (2) 7 46 5-4 2-6/2°8 48 2-820 
G3) 1 48 2-8/2-0 6-4 3-2/3-2 5-8 2-6/3-2 
2 43 1-8/2-5 43 20/23 
f qd — 3-6 1-1/2-5 5-1 2-2/2-9 40 1-9/2-9 
3. (2) 6 40 2-0/1-9 56 3-4/2-2 49 2-6/2°3 
21 3-9 4-7 
(4) 14 38 2-5 
a) — 40 2:2/1-8 39 21/18 
4 { (2) 6 40 2-2/18 
G3) 8 38 5-4* 
5 qi) — 5-4 2-9/2-5 5-6 3-5/2-1 4-6T 2-9/1-7 
(2) 2 5-2 4-0/1-2 5-9F 43/16 
6 qi) — 4-4 46 
(2) 3 4-7 4-7 
7 4-6 
8 G3) 3 47 31/16 43 2-8/1-5 
10 (2) 9 46 2-3/23 49 2-5/2:3 
(3) 13 44 2-2/2:2 2-2/29 
3-2 38 43 
Q2) 4 42 40 3-6 
12 3-0 1-2/1-8 29 1-6/1-3 28 1-7/1-1 
* 8 days after + 8 hours after. t 3-4 days after 
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jessened temporarily. After a further 5 weeks, injections of 
salyrgan had resulted in a similar temporary improvement. Two 
transfusions of normal concentration serum were given. Both 
were followed by a temporary increase in urinary output and 
also by an increase in albuminuria. The degree of oedema was 
not aflected. 

Case 6.—Male aged 46. Progressively increasing oedema for 
the last 7 weeks. Oedema fluid found to contain 0.05% protein. 
An injection of mersalyl combined with the usual treatment 
failed to produce a diuresis. Two transfusions of concentrated 
serum were given at an interval of 3 days. These produced an 
insignificant increase in serum protein concentration but some 
increase in urinary output (average before, 650 c.cm./24 hours ; 
average after, 1,250 c.cm./24 hours). Four days after the 
second transfusion a course of mersalyl injections was begun. 
Over a period of 5 weeks injections were given approximately 
every second day. The urinary output steadily increased and 
the patient lost 56 lb. in weight; he was discharged shortly 
afterwards, quite free from oedema. Since the daily urinary 
output had already started to increase before the first injection 
of mersalyl it is difficult to decide what part, if any, was played 
by the mersalyl injections and the serum transfusions or whether 
the remission was completely spontaneous. 

Case 7.—Male aged 57. Oedema for 4 months. One trans- 
fusion of concentrated serum was given ; this was followed by 
a brief diuresis. 2,800 c.cm. of urine was passed in 24 hours, 
compared with a previous average daily output of 650 c.cm. 
No reduction in oedema was observed, however, and, as will be 
noted, the serum protein concentration decreased slightly. 

Case 8—Male aged 10. Oedema for 2 months. Shortly 
after the onset of oedema 2 transfusions of 4-times-concen- 
trated serum (25 c.cm. each) were given at another hospital 
without any good effect. Then, however, an axillary abscess 
developed, and when this had been incised the oedema cleared 
rapidly. A few weeks later the oedema recurred and the patient 
was readmitted to hospital. Two injections of novurit were 
given, and the oedema was much reduced. At this point 3 
transfusions of concentrated serum were given in a period of 7 
days. No significant increase in urinary output occurred ; on 
the other hand, the oedema increased and the weight rose by 


54 Ib. 
Cases of Various Causation 


The following cases are examples of hypoproteinaemia of 
different varieties. 


Case 9.—Female aged 4. Diagnosis: lipoid nephrosis. 
Generalized oedema for 6 weeks. No dietetic deficiency. B.P. 
120/90; serum proteins 4.3 g.°% (albumin 1.6, globulin 2.7); 
blood urea 26 mg. per 100 c.cm. Urinary output 170 to 200 
c.cm./24 hours ; fluid intake 600 to 700 c.cm./24 hours ; urinary 
albumin 3.5 g.% : no excess of red cells in urine. Despite the 
restriction of fluids and the administration of a salt-free high- 
protein diet, together with thyroid extract. 1/2 grain twice daily, 
the oedema was increasing. Three transfusions of concen- 
trated serum were given in a period of 12 days. No diuresis 
followed the first transfusion; after the second transfusion 
1,890 c.cm. was passed in 24 hours, but after the third only 
270 c.cm. After this last transfusion oedema and weight in- 
creased. Five days later the administration of salyrgan was 
followed by a diuresis of the same order as that occurring after 
the second transfusion. The child had then to be evacuated 
from the hospital to a safer area and could not be followed up. 

Case 10.—Female aged 21. Diagnosis: amyloid nephrosis. 
The patient was first discovered to have pulmonary tuberculosis 
6 years previously. For the past year the ankles had been 
swollen, and during the last 2 weeks the arms, legs, and abdo- 
men also. Examination showed that there was no evidence of 
recent active extension of the pulmonary tuberculosis. B.P. 
110/70; serum proteins 4.9 g.% ; blood urea 19 mg. per 100 
ccm. Urinary albumin 1° : only an occasional red cell, An 
intravenous Congo-red test showed that 50°, of the dye dis- 
appeared an hour after injection ; this is said to justify a diag- 
nosis of amyloidosis. No improvement resulted from the with- 
drawal of salt from the diet. A preliminary small transfusion 
of concentrated serum was also without effect. A larger trans- 
fusion was therefore given; this was followed by a definite 
increase in urinary output. The patient became very thirsty 
during this transfusion and was allowed extra fluid. For this 
feason probably only a very slight reduction in oedema was 
observed. A third transfusion was given 2 weeks later, and the 
urinary output increased slightly in the subsequent few days. 

ring the period of these last two transfusions the weight 
decreased by 10 Ib. and there was a definite diminution in the 

gree of oedema of the arms and also of the ascites. Within 
a week of the-second transfusion, however, half the lost weight 
had been regained. During the 24 hours following the second 


transfusion only 3.7 g. of albumin was passed in the urine. 
Although this figure was based upon an Esbach determination 
it is probably fair to assume that not more than, say, 8 g. 
was lost in this way. As some 60 i of serum was transfused 
it is difficult to see why such a small increase in serum protein 
concentration occurred without postulating a loss of protein 
from the blood stream by some route other than the kidney. 

Case 11.—Male aged 15. Diagnosis: hypoproteinaemia due 
to malabsorption from the intestine. Two months’ history of 
diarrhoea and loss of weight. Slight oedema of the ankles had 
been present for a short period 2 months earlier, but had sub- 
sided completely. Serum proteins 3.2 g.% on admission. 
Two transfusions of concentrated serum were given. As will 
be seen from Table II, the serum protein concentration rose 
after the first transfusion. After the second transfusion, how- 
ever, the level fell again. After both these transfusions the 
haemoglobin fell temporarily, but reached its previous level 
3 to 4 days later. The serum protein changes therefore prob- 
ably reflect fairly accurately the changes in total serum protein 
content of the serum. During the period of the transfusions 
the patient gained 7 lb. Although the urine was tested many 
times before the transfusions and was always found to be free 
from albumin, it was unfortunately not tested during the period 
of the transfusions. Later it was again examined many times, 
and was always free from albumin. Since there was no evi- 
dence of renal damage, we have no reason to suppose that 
protein was in fact excreted in the urine after the transfusions. 
As there was no rise in serum protein concentration following 
the second transfusion it seems practically certain that the trans- 
fused protein was either stored or metabolized. 

Case 12.—Female aged 33. Diagnosis: oedema due in- 
directly to malabsorption of protein. Ulcerative colitis for 
past 2} years; generalized oedema recently. Serum protein 
3.0 g.% (albumin 1.2, globulin 1.8). Blood urea 20 mg. per 
100 c.cm. Oedema fluid, 0.16% protein. Urine: trace of 
albumin ; few granular casts and red cells. One transfusion of 
concentrated serum was given. Although there appeared to be 
a slight reduction in oedema following the transfusion, there 
was no diuresis. The reduction in oedema may have been due 
to dehydration, as the patient was vomiting copiously at the 
time. The serum protein concentration was lower after trans- 
fusion than before,.and the haematocrit reading and the haemo- 
globin were also slightly lower. Quantitative estimations of 
the amount of proteinuria during this period were made by the 
Kjeldahl method, and it was found that only a few milli- 
grammes of protein were lost in the urine. Since the protein 
content of the transfused serum was found to be 18 g.% it 
seems clear that practically 36 g. of protein must have left the 
blood stream by some route other than the kidney. 


Discussion 


The clinical results are clearly in agreement with the ex- 
perience of Weech et al. rather than that of Aldrich et al. (see 
above). In all but one of the cases described by the latter 
workers a diagnosis of “pure” nephrosis was made, whereas 
most of the cases here described had clear evidence of 
glomerulonephritis. It should be noted, however, that the cases 
recorded by Weech and his co-workers were considered to be 
examples of “ pure” nephrosis, and in these, as has been men- 
tioned, the results were also very disappointing. 

Some of the doses given by us were considerably greater 
than any employed by the authors referred to, even when 
allowance is made for the fact that their patients were mostly 
children and ours were adults. 

From the laboratory point of view the findings are incom- 
plete and therefore permit only certain tentative conclusions. 
Changes in serum protein concentrations have been mentioned 
in the case histories above, and the results are set out in 
Table II]. Immediately after a transfusion of concentrated 
serum there is usually an increase in the serum protein con- 
centration of the recipient. Since in 13 out of 14 cases in 
which estimations were made the haemoglobin or the haemato- 
crit reading was found to fall after the transfusion and this in 
all probability indicates an increase in blood volume, it may 
be assumed that there is a considerable absolute increase in the 
total circulating protein immediately after transfusion. 

In 17 instances the serum proteins were re-estimated 24 to 48 
hours after the transfusion of concentrated serum. In only 8 


-of these was the concentration found to be significantly greater 


than before the transfusion. In 6 of these 8 the albumin and 
globulin fractions were also estimated, and it was found that 
in only 2 of them was the albumin concentration significantly 
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greater than before the transfusion. It is interesting to note 
that these 2 instances were of transfusions resulting in satis- 
factory diuresis. In the other transfusion resulting in good 
diuresis (third transfusion, Case 4) serum protein estimations 
are unfortunately not available. 

The rapid fall in serum protein concentration after an initial 
rise indicates that the injected protein does not remain long in 
the circulation. It might be thought that this fall is due to 
dilution of the serum proteins by the drawing in of water from 
the tissues. Haemoglobin or haematocrit estimations at inter- 
vals after transfusion show, however, that the lowest figures 
are found immediately after transfusion and that there is then 
a gradual return to the pre-transfusion level, which is usually 
reached ‘at 24 to 48 hours. The evidence suggests, therefore, 
that no further increase in plasma volume occurs after the end 
of transfusion, and that any subsequent fall in serum protein 
concentration must be due to loss of protein from the blood 
stream. 

In cases in which haemoglobin or haematocrit readings were 
determined both immediately before and after transfusion, the 
approximate increase in blood volume can be calculated. 
Changes in haematocrit readings are probably less reliable than 
changes in haemoglobin, because alterations in the osmotic 
pressure of the plasma may cause swelling or shrinking of the 
recipient's erythrocytes, and thus produce alterations in the red 
cell volume which make it difficult to interpret the significance 
of haematocrit changes. If a figure for the initial blood volume 
is assumed, the approximate increase in the blood volume 
represented by the fall in haemoglobin can be calculated. In 
cases in which calculations could be made, it was found that 
the increase in blood volume was greater than the amount of 
concentrated serum injected, and this suggests that fluid is 
drawn into the circulation during transfusion. 

{Since writing this article, we observe that Beattie (1942) has 
recently drawn attention to the fact that after a plasma trans- 
fusion some of the transfused plasma may leave the circulation 
within an hour, and, furthermere, that only about 80% of the 
volume transfused is available to “ dilute ” the circulating blood. 
For both these reasons the observed decrease in haemoglobin 
concentration may be less than the “expected” figure. Since 
in the present cases the observed fall in haemoglobin was often 
much greater than that expected from the volume of concen- 
trated serum transfused, there is further reason to think that 
fluid is drawn into the circulation during these transfusions.] 

Although the available figures are not conclusive, the im- 
pression is that the amount of protein lost in the urine is not 
sufficient to account for the lack of increase in serum protein 
concentration in many of the cases, and it therefore seems 
likely that part of the protein is taken up from the blood 
stream, possibly to fill depleted tissue reserves. Cases 11 and 
12 provide the best evidence for this supposition. ; 

Harper, Osterberg, Priestley, and Seldon (1941) also con- 
cluded that protein was lost from the circulation following 
serum transfusions, and in almost all their cases loss in the 
urine could be excluded. Weech, Goettsch, and Lyttle (1940) 
have put forward the theory that diuresis, when it occurs, is 
due to the mechanical effect of a raised blood volume. Our 
observations, so far as they go, do not support this view, since 
a considerable fall in haemoglobin or in the haematocrit read- 
ing was often found in cases in which no diuresis occurred. 

It may be well to point out that concentrated serum is con- 
centrated with regard to salts as well as to protein, and that 
therefore a considerable amount of salts is administered when 
a transfusion of concentrated serum is given. This may be 
an important factor in the prevention of diuresis. If it were 
possible to obtain by sterile dialysis a protein solution free of 
salts the resulting fluid might prove of greater value. 


Summary 


Twelve patients exhibiting hypoproteinaemia have been 
treated with transfusions ; in almost all cases concentrated human 
serum was used. Dosage ranged from 10 to 15 g. of protein in 
children and from 20 to 100 g. in adults, and more than one 
transfusion of these amounts was given in most cases. 

Immediately after transfusion the serum protein level was 

enerally found to have risen and the haemoglobin to have 
fallen : 24 to 48 hours after transfusion, however, the serum 
protein concentration was usually scarcely greater than before 


transfusion, and the haemoglobin had usually returned to the 
pre-transfusion level. This failure to produce an increase in 
serum protein cannot have been due to loss of protein in the 
urine in either Case 12 or, in all probability, in Case 11. Ip 
several other cases also it appeared that the amount of albumin 
passed in the urine was not sufficient to account for the failure 
of the serum proteins to increase. 

Of the 12 patients 11 were suffering from some degree of 
oedema at the time of the transfusions. In only 2 was a good 
diuresis produced by administration of serum, and in one of 
these the oedema returned within 10 days and failed to respond 
to a further transfusion. 

It appears that in'the nephrotic stage of glomerulonephritis 
a transfusion of concentrated serum is as likely to be followed 
by an adverse as by a favourable effect. 


We should like to thank Dr. D. H. G. MacQuaide for help in the 
treatment of two of the cases reported here, and also the many 
medical officers in different hospitals who kindly allowed us access 
to their patients. 
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CANCER OF THE STOMACH 
A STRIKING CONTRAST IN CLINICAL FEATURES 
BY 


H. H. RAYNER, M.B., F.R.C.S. 
Surgeon, Manchester Royal Infirmary — 


The symptoms presented by the patient afflicted with carci- 
noma of the stomach have been fully described by many 
writers in recent years, and that they may vary greatly in 
any considerable group of patients is well recognized. 
Little attention, however, has been devoted to the factors 
which influence and determine these variations in the 
clinical picture, and it is my purpose, by contrasting two 
very different types of illness produced by primary carci- 
noma of the stomach, to present at least one factor the 
importance of which is not sufficiently appreciated. 


The Symptomless Type 

First we may take the case in which the disease produces 
no symptoms or appreciable decline in health until a late 
stage has been reached—so late indeed that a large pro- 
portion of such patients are beyond surgical help at the 
time they first consult their doctor. One example will 
suffice, though in a series of 145 patients operated upon or 
observed by me some 13 others would serve just as well. 

The patient, an intelligent and industrious man aged 57, com- 
plained of epigastric pain of one month’s duration. The pain 
was persistent, but became worse after food. Prior to the onset 
of pain a month before the examination, he was emphatic in 
his statement that he had noticed nothing amiss with his diges- 
tion, which had always been good, or with his health ; but 
since then he had lost appetite and vigour though he had 
remained at full work until a fortnight before he visited me. 

Examination revealed a large ovoid mass lying across the 
epigastrium and a gross enlargement of the liver, which pre- 
sented palpable bosses on its surface. A radiograph showed 
“an extensive filling defect in the distal half of the stomach.” 
The red cell count was 4,800,000 per c.mm.; the haemoglobin, 
98% ; and white cells, 7,000. Gastric analysis revealed a last- 
ing achlorhydria. Clearly operation was out of the question, 
and the man died some four months later, jaundiced and with 
ascites. 
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Several British surgeons have recently alluded to this 
type. Thus Walton (1939), commenting on the advanced 
stage of the disease in many of his patients, says : “I wish 
1 could say that this was due to the fact that errors of 
diagnosis had been made in the earlier period, for then one 
could hope that with a wider recognition of the .symptoms 
more cases would be cured ; but unfortunately in many the 
symptoms may have been present for only two or three 
weeks, but the condition is already inoperable when advice 
is first sought ”; and Ogilvie (1938) writes : “ Early diagnosis, 
however greatly it might improve the prospects in this dis- 
turbing condition, is rarely possible owing to its remarkable 
silence. Many have no symptoms of the slightest kind till 
the tumour has replaced nearly the whole stomach.” These 
observations by surgeons of great experience in gastric 
surgery suffice to show that my own experience of the 
silent or symptomless type is not exceptional. 


The Type associated with Infection 


The other kind of illness to which attention is sought 
forms a striking contrast; for its features are the early 
appearance of anaemia, which soon becomes profound, and 
with it breathlessness, dizziness, great muscular weakness, 
and loss of flesh. Indigestion, variable in degree, may not 
occur till many months later, and until that clue appears 
the disease has been regcrded as pernicious anaemia, 
though examination of the blood, and if need be of the 
sternal marrow, will put that diagnosis out of court. Only 
three well-marked examples occur in this series of 145 cases, 
but as these come out of the last 40 of the series it is very 
possible that similar early cases were overlooked before my 
interest was aroused sufficiently for the relevant observa- 
tions to be recorded in my notes. It is noteworthy that 
each of these three patients was referred directly by his own 
doctor to the haematologist, who, finding the anaemia to 
be of a secondary type, searched for a primary disease and 
found this, with the help of radiology, in the stomach. The 
record of one of these patients is as follows: 


A man aged 65 some eight months before examination 
developed shortness of breath on slight exertion, followed a 
little later by an increasing pallor of the face, which attracted 
the notice of his friends, by progressive loss of strength, and by 
moderate loss of weight. He had not had any gastric discom- 
fort or eructations, and had taken his food well throughout the 
illness ; nor had he ever been troubled with indigestion of any 
kind. He was sent by his doctor to Dr. J. F. Wilkinson with a 
tentative diagnosis of pernicious anaemia. A blood count 
showed 3,100,000 red cells, 56% haemoglobin, and 14,000 white 
cells ; and gastric analysis a lasting achlorhydria. No tumour 
could be felt in the abdomen, but a radiograph of the stomach, 
made at Dr. Wilkinson’s request, revealed “a gross filling defect 
in the pyloric antrum.” A partial gastrectomy was carried out, 
and the specimen showed an ulcerating carcinoma (micro- 
scopically confirmed) extending over the greater part of the 
lower third of the stomach, but not at any point annular ; 
several of the grossly enlarged lymph glands along the lesser 
curve were examined histologically and were reported to show 
only inflammatory changes. The patient made a good recovery 
apart from wound suppuration, and within two weeks of the 
operation—before iron had been given—his facial colour had 
notably improved. Three months after operation his colour was 
normal, he felt quite well, and his dyspnoea had gone. When 
seen two years after the operation he looked in good health 
and expressed himself as being very weil. 


Discussion 


These two patients suffered, then, from the same disease, 
yet how different was the illness produced: in one an 
advanced and hopeless stage was reached before the appear- 
ance of any symptoms or impairment of health; in the 


other a serious breakdown in health while the disease was 
still within the limits of operability. What is the explana- 
tion? The histological type of the growth is very unlikely 
to be a factor, for the few specimens available from each 
group (5 in one and 3 in the other) have been described 
by the pathologist in very much the same terms. The 
extent of the growth—i.e., the amount of stomach func- 
tionally destroyed—can hardly be a factor, for all three of 
the anaemic group were suitable for a radical operation 
whilst only 5 of the 14 in the silent group were eligible for 
such an operation. Haemorrhage, its time of onset in the 
development of the disease and its amount, might be 
suggested as responsible, but it alone cannot account for 
all the factors which distinguish the two groups, and if it 
did we should still have to explain the early onset and per- 
sistence in the one and the presumed very late onset in the 
other. 

It is submitted that the difference between the illnesses 
of these two patients (and of the groups they represent, 
only one of which is numerically important) is the dif- 
ference between carcinoma uninfected and carcinoma in- 
fected. The influence of infection in determining the 
response of the patient to cancer of other organs is a 
matter of everyday observation. The enclosed cancer, of 
which breast cancer is the most familiar example, causes 
no impairment of health until vital parts are invaded by 
direct spread or metastasis, so long as the overlying skin 
remains intact as a barrier against infection ; while cancer 
open to infection from the beginning—e.g., cancer of the 
caecum—sets up a disturbance of the general health and 
nutrition often a considerable time before symptoms due 
to purely local effects appear. Infection of the cancerous 
stomach very soon leads to ulceration of the growth— 
which in the absence of infection may remain submucous 
for a considerable period—and so to haemorrhage, usually 
slight but persistent, to bacterial toxaemia and hence the 
irregular rises of temperature and the leucocytosis, features 
present in each of the three patients in the anaemic group ; 
hence also the loss of weight and vigour, to which inter- 
ference with gastric digestion from the perpetual presence 
of septic contents may be a contributory factor. Other 
features which support the view that infection or its 
absence was the factor responsible for the nature of the 
illness in these groups must be mentioned. Two of the 
specimens from the five patients of the silent group who 
underwent partial gastrectomy showed a very extensive 
involvement of the stomach wall from submucosa to 
peritoneum ; but the overlying mucosa was still intact, and 
was raised up and stretched over the growth like a cloth 
covering a table. The other three specimens. showed 
ulceration of varying extent; but in all of them the ulcer 
floor was clean, fairly smooth, and had the appearance of 
a large granulating wound. In the specimens obtained 
from the three patients of the anaemic group ulceration was 
the striking feature, for this corresponded closely in its 
extent to the spread of the underlying growth ; the ulcer 
floor in its central (and older) areas showed deep excava- 
tions covered over with sloughs and slime, and in its 
marginal areas large protuberant masses of growth. It is 
noteworthy that in the course of the operations on these 
three patients, after section of the stomach, a foul odour 
—a veritable stench—pervaded the theatre, and that during 
recovery the operation wounds of two of them suppurated 
badly—an incident which did not occur after any of the 
operations on the patients of the silent group. 

There are good grounds, then, for claiming that the 
great difference in the symptoms manifested by these two 
groups is entirely accounted for by the absence of infection 
(of the growth) in one group and its early occurrence and 
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intensity in the other. If this claim be allowed, the next 
step is to explain or account for the absence of infection 
in one group and its dominant influence in the other. 
Clearly the most likely sources of infection must be sought 
in the mouth, the nose and accessory cavities, and the 
pharynx ; and it can be stated at once that in the matter 
of cleanliness of the mouth there was an obvious difference 
between the two groups. All 14 members of the silent 
group were edentulous and had been so for several years 
before the presumed onset of the disease, whilst of the 3 
members of the anaemic group not one was edentulous, 
for all possessed natural but bad teeth: in two the teeth 
were carious, broken, and blackened, and there was severe 
gingivitis ; in the third patient, aged 43, the teeth were not 
so manifestly diseased, but actually several were found to 
be dead and to show x-ray evidence of root infection. Dr. 
J. F. Wilkinson, to whom first this patient was sent because 
of the strong suspicion of haemolytic anaemia, recorded : 
“ Very pale, with suspicion of yellow in skin. Teeth almost 
normal in number but dark in colour and free from gross 
caries. Red cell count 3,500,000, Hb 37%, colour index 
0.52, white cell count 16,000.” Within two weeks of an 
exceptionally severe operation—for this involved en bloc 
resection of three-quarters of the stomach, and the trans- 
verse colon with omental and mesenteric attachments— 
this patient’s facial appearance had improved remarkably, 
though none of the teeth had been removed. The improve- 
ment continued steadily, and was no doubt later accelerated 
by the administration of iron. It is probable that infection 
of dental origin so severe as to cause the kind of illness de- 
scribed will only be met with in patients whose teeth and 
gums are badly infected; but the patient of cancer age 
rarely has perfectly sound teeth, and it is likely that lesser 
degrees of infection may be found in patients who have 
retained their teeth in apparently fair condition, and may 
well account for the varying degrees of anaemia and 
asthenia so noticeable in any large series of patients with 
gastric cancer. Indeed, the patient whose disease runs a 
silent or symptomless course and whose blood picture 
remains almost normal in an advanced stage will, I suspect, 
almost invariably be found to be edentulous and to have 
been so for several years before the approximate time of 
onset of the disease. It is hardly necessary to point out 
that this suspicion does not imply that cancer of the 
stomach in a patient already edentulous will always run 
a silent course. Clearly there are other important factors 
which influence the symptoms, such as the position of the 
growth: cancer beginning at the inlet or outlet of the 
stomach will produce obstructive troubles before infection 
has had time to play a part; cancer developing in a 
chronic ulcer is very unlikely to be symptomless ; and the 
primary cancer which imitates closely in its earlier stages 
the clinical and even radiographic features of a gastric 
ulcer is almost a clinical entity which is probably quite 
independent of infection. Furthermore, as already sug- 
gested, there are other possible sources of infection, though 
I have not observed these in actual practice. 


Conclusion 


An attempt, then, has been made to show the influence 
of infection, and a common source of this, on the clinical 
expression of gastric cancer, and, by taking two groups, 
each of extreme and unmixed examples, it has been possible 
to exhibit two pictures, the contrast between which is so 
arresting—for the disease is the same in each group—that 
it challenges the clinician to seek an explanation. 


REFERENCES 


Ogilvie, W. H. (1938). Lancet, 2, 235. 
Walton. Sir James (1939). Britisk Medical Journal, 2, 1127. 


THE TREATMENT OF DEPRESSION IN 
LATER LIFE 


BY 


DALTON E. SANDS, M.R.C.P.Ed., D.P.M. 
AND 


WILLIAM SARGANT, M.B., M.R.C.P., D.P.M. 
From an E.M.S. Neurological Unit 


In Great Britain severe mental depression occurs every ; 


year in thousands of patients between the ages of 40 
and 65. Obsessional, hypochondriacal, and paranoid 
symptoms may complicate the picture, which must never- 
theless be distinguished from an organic dementia such as 
general paralysis or the late onset of a schizophrenic illness. 
The fate of patients with a late depressive illness is more 
serious than is generally realized. According to reliable 
English and American estimates, only a little over a third 
of those who enter mental hospitals recover, excluding 
those with manic-depressive syndromes. Very many more 
patients remain at home as total invalids, not bad enough 
to be treated in hospital; some carry on at work with 
greatly reduced efficiency: these contribute to the heavy 
yearly quota of suicides. Spontaneous remission, if it 
should occur, generally takes months or years. Particularly 
at present, such patients, if well, would be replacing younger 
men and women in industry and holding responsible posi- 
tions, instead of being a total loss to the community. 


In the past, specific treatment of this condition has seemed 
hopeless, and the long-drawn-out suffering of patients has been 
more pitiable than in most other forms of mental illness. Sug- 
gested treatments have, in the hands of independent workers, 
failed to show a recovery rate greater than that for spontaneous 
remission. Cenvulsion therapy should by now have altered 
this picture completely. For the past 6 years a continuous 
stream of favourable reports have been coming in, particularly 
from America, as to its benefit in depressive illness and, for the 
last 4 years, even in depressions of later life. 60 to 90% of 
social remissions or cases greatly improved are continually 
being reported. Osgood (1942), for instance, wrote a paper 
solely to analyse why 5 patients out of a group of 72 cases of 
depression adequately treated with cardiazol failed to respond. 

Convulsion therapy appears, in fact, to be far more certain 
in its effects in depression than it is in schizophrenia, but in the 
English literature we can find few references to its specific value 
in those depressions of later life ; even in the psychiatric journals 
only one reasonably but briefly reported series of cases treated 
among other mixed psychiatric conditions has been found 
(Wyllie, 1940). Consequently, treatment of these cases is still 
often neglected. Patients are allowed to drag on for years in 
mental hospitals in a state of avoidable misery, and business 
men and civil servants, indispensable at the present time, are 
being unnecessarily retired from their jobs. 


A Series of Cases treated by Convulsion Therapy 

For these reasons we wish to report a series of 39 cases 
of depression, most of them typical “involutional” states, 
which have been treated by convulsion therapy. This series 
comprised 21 men and 18 women between the ages of 40 
and 62, 35 being treated by electrically induced convulsions, 
1 with cardiazol alone, and 3 by combined cardiazol and elec- 
trical methods. Of the cases 14 were dealt with in two separate 
mental hospitals, one group being specially selected because of 
their desperate mental state and reasonably good previous per- 
sonality ; 21 were treated in an E.M.S. neurological unit, and 4 
patients of this type were treated among others as out-patients 
at a London teaching hospital. Every degree of severity was 
therefore investigated. The only selection attempted was that 
in most cases the patients had had a reasonably good previous 
personality and work record. The duration of the attack varied 
from 3 years to 2 months in different patients. At the time of 


writing no fewer than 32 (82%) have either made social remis- 


sions or been very greatly improved. All except 3 of these 
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are considered fit to return to work or to their domestic occu- 
pations as an asset rather than a liability to the community, 
and 2 more are likely to be able to do so in the future. Five 
further cases were somewhat better, and only 2 failed to show 
any improvement at all. Of the group that responded so well, 
2 had been ill for 3 years, 7 for 2 years or more, and 10 for a 
year or more. Whatever their source, all groups of patients 
did equally well: 18 out of 21 treated in an E.M.S. unit, 11 
out of 14 treated in mental hospitals, and 3 out of 4 treated 
as out-patients were greatly improved. An analysis of the 5 
patients who showed only moderate improvement revealed that 
one refused to complete treatment, one had a schizophrenic com- 
ponent in his illness, one had overwhelming social difficulties, 
and another showed hysterical and arteriosclerotic features. In 
both the failures treatment could not be completed ; one patient 
refused to go on, the other had a scapula fractured in the 
second treatment and still remains depressed over a year later, 
though the fracture is completely healed. We were finally 
forced to the conclusion that if a patient shows no response at 
all to treatment the diagnosis of a primary involutional depres- 
sion should be questioned (as with myasthenia gravis if it does 
not respond at all to prostigmin), and other reasons should be 
sought to account for the persistence of the condition, such as 
poor previous personality, strongly adverse environment, arterio- 
sclerosis, schizophrenic features, and so on. 

These results confirm those of American workers, but our high 
remission rate may also have been due to the fact that these 
cases were selected mostly on the basis of a reasonably good 
previous personality, even though several of them had had 
temporary breakdowns. The severity of the condition did 
not seem to influence the eventual prognosis unduly. The 
consequence of neglect of previous treatment of these patients 
was emphasized when it was found that the 32 patients who 
came into the social remission group had, taking them to- 
gether, been ill over 500 months. If we reckon that each 
patient cost the community even only an average of £2 a week 
for hospital treatment, medical expenses, loss of earning 
capacity, etc.—probably a low estimate—the total amounts to 
£4,000 for these few patients alone. Among those able to 
return to work were several civil servants, two armament 
workers, an accountant, and a bank employee who spoke five 
languages. Many women had husbands and children to look 
after on returning home. * 

Of the patients followed up, one relapsed and remains inade- 
quately re-treated outside our control. Any tendency to relapse 
in other patients has so far been checked by further treatment. 
Other relapses are probable in the future until recoveries are 
stabilized, and many could be controlled on the basis of out- 
patient maintenance fits if necessary. Some have already re- 
mained well over a year. One patient needed 15 fits before 
remission was obtained ; the majority required fewer than 10, 
while some had fewer than 4. As the investigation progressed 
we induced only enough fits to get recovery under way, subse- 


quent fits being induced when the patient tended to drop back a - 


little. Up to 3 fits a week were given, though the majority had 
only 1 or 2 a week. We tried to make treatment individual 
for each patient rather than use rule-of-thumb methods. It 
was also found essential to social recovery that patients should 
be sent out on week-end passes to relatives as they got better ; 
the improvement then became obvious to the patients them- 
selves, and so reinforced the effect of the treatment. Super- 
ficial psychotherapy or practical advice was also given when 
recovery was sufficient for this to be of any real value. After 
long periods of illness patients had naturally to be helped in 
their social readjustment. This proves more difficult the longer 
the illness is allowed to drag on. No cases of over 3 years’ 
duration have so far been treated. 


Discussion 


It appears to be emotional rather than rational considerations 
that deter many clinicians from using this treatment. One dis- 


_ tinguished neurologist remarked, while watching the treatment 


in progress, “ But this is a terrible thing! All his muscles are 
in spasm!” This sounds rather naive perhaps, but it corre- 
sponds to the bias, in itself entirely admirable, against taking the 
slightest risk with the defenceless mental patient. In this 


_Tespect-we carry on the traditions of a long line of physicians ; 


while the treatment is in its nature surgical, and must be 
regarded from a surgical point of view. In no branch of sur- 
gery to-day would a patient be allowed to linger in illness if a 
form of treatment existed which offered such a high chance of 
recovery. The death rate of operations for cholecystitis or 
thyrotoxicosis, for instance, probably exceeds the risk of even a 
really dangerous complication in convulsion therapy done with 
reasonable clinical skill. If the previous personality is good, 
and up to 80% of remissions can be obtained by means of this 
treatment, it seems to us entirely wrong to allow the illness to 
drag on till the patient has lost his job and the chance of 
rehabilitation. These patients are often far above the average in 
conscientiousness and worthiness, and at the time of life at 
which the illness appears they have established themselves ; if 
they cannot be brought through the crisis within a reasonable 
time it will be beyond their power to start life again from the 
beginning, even if a spontaneous remission eventually occurs. 

Complications, which are such a bugbear to those who have 
no personal acquaintance with the treatment, are in fact neither 
unduly frequent nor as a rule really serious. Two fractures 
occurred in this series. One woman had a simple impacted 
fracture of the humerus, but.was so much improved mentally by 
the treatment that she was far better off, despite this temporary 
disability ; the other, already referred to, cracked a scapula 
early in treatment and still remains in a mental hospital. These 
are the only two fractures, except spinal ones, in over 200 
psychiatric cases given cardiazol or electrical treatment. If we 
had allowed ourselves to be unduly depressed by these incidents 
many patients who are now working would still be ill in hos- 
pital. Contrary to early reports, fractured vertebrae are now 
known to have little significance, for they have been shown to 
exist as a normal complication of severe epilepsy, and in 8 years 
of convulsion therapy the majority have been symptomless. By 
the use of electrical methods and hyperextension of the spine 
their incidence is low, and they are not even a contraindication 
to the continuation of treatment. The limbs were carefully 
positioned and controlled during the fits. Spinal anaesthetics 
were employed in cases in which we were particularly afraid of 
fractures or a complicating arterial hypertension. Sometimes 
the treatment was done in an operating theatre with every 
emergency measure at hand. We have obtained valuable help 
and advice from surgical and medical colleagues in difficult 
cases. Throughout the investigation we have adopted the 
reasonable surgical view that ordinary risks have to be taken 
to achieve worth-while results and that incidents should not be 
avoided at the expense of a patient’s mental recovery. 

We have found that a mild complicating arteriosclerosis is not 
necessarily a contraindication to treatment. Cerebral haemor- 
rhage is rare as the result of fits in elderly epileptics. Bennett 
(1941) has treated patients up to the age of 75, using curare or 
spinal anaesthesia to lessen the force of the convulsion ; and 
Weisel (1942) treated a physician of 72, with eventual recovery. 
But where the risks of complications are greater one should 
exercise more clinical skill and ingenuity in overcoming them. 
These will form the subject of another paper. Some of our 
more intelligent patients reported minor memory defects after 
treatment which had generally cleared up by the time they 
resumed work. The memory disturbances can undoubtedly be 
greatly reduced by giving the minimum of treatment, as wicely 
spaced as possible, consistent with recovery. Some treated as 
out-patients actually continued work during part of the treatment. 

To us the problem is not whether to treat but when to start 
treatment. A period of up to three months may be thought 
desirable to find out if spontaneous remission will occur, pro- 
vided this does not entail a loss of the patient's job or proviced 
there is not such a degree of continued agitation that he would 
seem to require treatment as urgently as a patient with a frac- 
ture needs morphine. The electrical method of inducing con- 
vulsions undoubtedly makes earlier and wider application of the 
treatment possible. There is no memory of the convulsion and 
no apprehension except that inherent in the illness. Patients 
who would refuse cardiazol willingly submit to this method. 
The after-effects are not so severe, there is especially an absence 
of vomiting after treatment, and the convulsion is more easily 
regulated. If the first attempt fails, the second and third are 
not feared by the patient. The total effect on the symptoms 
seems as satisfactory as that of cardiazol. Recently, Strauss’s 
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(1941) opinion that electrical fits may be given to selected 
patients in an out-patient department of a general teaching hos- 
pital met with considerable criticism, but we have found his 
views substantially correct. The patients should be carefully 
chosen and be accompanied by sensible relatives who are pre- 
pared to have them admitted to hospital if necessary. In 
deciding whether to give in-patient or out-patient treatment, 
the question of risk of suicide, temporary confusional states, 
and the type of supervision the patient can have at home should 
be considered. The social consequences of admission to a 
mental hospital can still be disastrous in certain occupations ; 
therefore E.M.S. neurological units have been found ideal, 
unless the patient is very agitated, is suicidal, or is refusing 
treatment. The atmosphere approximates more to that of a 
general hospital, patients are willing to come for treatment very 
much earlier, and supervision is adequate. If the problem is 
to be solved satisfactorily, facilities for treatment away from 
certified patients will have to be widely extended through the 
country and clinicians allowed greater latitude inside mental 
hospitals. 
Conclusion 

Our results amply confirm the findings of American workers 
that convulsion therapy is at present the most effective treat- 
ment available for depression in later life. Very high per- 
centages of remissions in good previous personalities may be 
expected. Complications do not outweigh benefits to be 
obtained in any large group of cases, if reasonable clinical skill 
is exercised and every possible measure is used to avoid them. 
The full application of this treatment all over Britain would 
result in very large numbers, amounting to thousands, of 
patients being able to leave mental hospitals or resume a reason- 
able degree of working efficiency without prolonged invalidism. 
It seems urgently demanded in the present emergency, since a 
physician, using electrical methods and working only 2 hours 
a day, can treat over 50 uncomplicated cases in a week. 


We wish to thank Drs. Louis Minski, L. H. Wootton, and L. C. 
Cook for their co-operation in this investigation, and our colleagues 
who referred cases to us; and also the Medical and House Com- 
mittees of St. George’s Hospital, London, who allowed the trial of 
this method in their out-patient department. 
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HEALTH SERVICES IN CARDIFF 

Cardiff's death rate from pulmonary tuberculosis has falien 
from 5.3 per 1,000 to 0.78 ; the typhoid fever death rate from 
1.8 to an insignificant figure ; and the death rate from small-pox 
from 2.0 to zero. These figures are given in the report for 1940 
of Dr. Greenwood Wilson, medical officer of health. The death 
rate from tuberculosis in 1940 was the lowest on record, 
coinciding with the setting up of the council’s care scheme 
whereby the social welfare of tuberculous patients and their 
family units is maintained. Infectious disease was not 
troublesome during the year, except for influenza (in the first 
quarter) and diphtheria. Cerebrospinal fever caused 29 deaths, 
and 322 cases were admitted to the isolation hospital—by far 
the largest number in any one year. A fall in the case mortality 
from 60% to under 10% is attributed to the use of the new 
chemotherapeutic methods. The city’s death rate was 14.2 per 
1,000 (lower than that of most of the other large British seaport 
towns), and the infant mortality was 59 per 1,000 births. Almost 
half the notified births and stillbirths in the city were attended 
by municipal midwives or in the maternity wards of a municipal 
hospital ; the maternal mortality rate for 1940 (2.91 per 1,000 
births) was the lowest on record. Cardiff has a new nursery 
school with accommodation for 120 children. One conclusion 
of a special nutrition survey undertaken during the year was 
that there was marked deficiency of protein in the food of the 
majority of malnourished children. Carbohydrates abound and 
fats are widely used, but protein is limited, partly because of 
the greater cost, but partly also because of the strong belief 
among many mothers that protein in the form of meat is 
injurious to children. The impression received from this survey 
of over 22,000 children was that a higher percentage of cases 
of malnutrition occurred in the age group 7-11 than in the 5-7 
or 11-14 age groups. Girls showed less evidence of malnutrition 
than boys. In the port of Cardiff 55 cases of notifiable infec- 
tious disease (30 of them malaria) were landed from vessels 
during the year. 


UNDULANT FEVER 


A SMALL OUTBREAK IN A GIRLS’ SCHOOL* 
BY 
J. C. CRUICKSHANK, M.B., Ch.B., D.T.M. 
AND 
G. A. STEVENSON, M.R.C.S., L.R.C.P. 


Although a number of outbreaks of undulant fever have been 
reported, mostly from Canada and the United States, it is more 
usual in this country to encounter the isolated case in which 
the occurrence of pyrexia with indefinite physical signs has 
caused the disease to be suspected and later confirmed by the 
agglutination reaction or blood culture. Elkington, Wilson, 
Taylor, and Fulton (1940) described an outbreak in a boys’ 
school in England. In this epidemic, believed to be the first 
to be recorded in Britain, 2 definite clinical cases occurred a 
few weeks after the school, which had previously used milk 
from a certain tuberculin-tested herd, changed to another raw 
supply. The subsequent investigation revealed that there were 
26 mild infections and that latent infection had probably 
occurred in about a third of the 400 boys. The purpose of the 
present report is to put on record the occurrence of a similar 
small outbreak, mostly of mild infection, in a girls’ boarding- 
school, due to the consumption of unheated milk from a herd 
infected with Br. abortus. 

Two boarding-schools for girls, normally situated in a large 
town on the South Coast, were combined and evacuated in May, 
1941, to a country house on an estate in Devonshire. The total 
number of girls was 54, between the ages of 9 and 17, with a 
staff of 14 teachers and maids. 


Clinical History of Cases 


Case 1.—On Nov. 8, 1941, a girl aged 12 had a rigor. During 
the next three days she complained of headache and general 
malaise, but had no other marked symptoms, and her appetite 
remained good. For the first 10 days of her illness her tempera- 
ture rose to 100°-101° F. in the evenings, then settled slowly 
to normal during the next 7 days. Epistaxis was frequent 
throughout this period. The spleen was not palpable ; there 
was no rash or other physical sign. On Nov. 22 her serum 
agglutinated Br. abortus to a titre of 1 in 640 and the organism 
was cultured from the blood. Six c.cm. of blood had been 
inoculated direct into 50 c.cm. of broth and incubated in 10% 
Co.. 

Case 2.—On Nov. 10, 1941, another girl, aged 9, complained 
of headache, and was found to have a temperature of 101° F. 
Her illness ran a similar course with few symptoms except 
sweating, which was pronounced during the first few days. An 
evening temperature of 101° F. persisted for 10 days, and for 
a further fortnight there was a rise to 99° F. each evening. In 
her case also there were no physical signs. On Nov. 22 this 
girl’s serum agglutinated Br. abortus to a titre of 1 in 320, and 
the organism was isolated from her blood on that date. 


These two girls were given symptomatic treatment only. 


Case 3—On Nov. 18, 1941, a third girl, aged 16, had a mild 
attack of diarrhoea and vomiting. For the next 6 days her 
evening temperature rose to 103° F. On Nov. 21 a short course 
of sulphanilamide was started: 1 g. 4-hourly for 9 doses—9 g. 
in all. On Nov. 22 her serum agglutinated Br. abortus to a titre 
of 1 in 320, but blood cultures taken the same day remained 
sterile during 6 weeks’ incubation in CO,. On Nov, 24 the 
temperature dropped to normal and did not rise again. The 
slight headache and sweating which had been the only symptoms 
disappeared and appetite returned. 


All three girls made a good recovery, and at the end of Feb., 
1942, there had been no relapse. 


Case 4.—This patient, a girl aged 14, came under treatment 
in Hertfordshire. We are grateful to Dr. A. W. Franklin, 
physician to the Children’s Department, St. Bartholomew's 
Hospital, for giving us the full details of this case. The patient, 
who had a history of periodic nose-bleeding in earlier child- 
hood, had a febrile attack associated with epistaxis and a boil 
on the face in May, 1941, while at school. In August, while on 
holiday, she became ill with fever lasting 9 days, and as recovery 
was not complete she was admitted to hospital on Sept. 18. 
Undulant fever was suspected, but, apart from indicating 


* Report to the Medical Research Council from the Emergency 
Public Health Laboratory, Exeter, and Devon County Laboratory. 
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anaemia and leucopenia, full laboratory investigations, which 
included agglutination tests for Br. abortus and the enteric 
group, and aerobic blood culture, gave negative results. 
On Sept. 22 another febrile attack began, with epistaxis, 
increasing lassitude, and nausea. On Oct. 12 the patient 
was seen by Dr. Franklin, who found the eyelids puffy. 
conjunctivae pale, gums inflamed, and pharynx red. There 
was an erythematous rash on the wrists and front of the chest. 
Liver and spleen were both enlarged. On Oct. 18 blood culture 
in CO, gave a growth of Br. abortus, and the serum agglutinated 
that organism up to a dilution of 1 in 3,125. The course of the 
temperature consisted of two biphasic undulations of remittent 
fever lasting 28 and 25 days, with an interval of 21 days, 
followed after 9 days by two months of intermittent fever with 
peaks of 103° to 104° F. Other symptoms were sweats, cough, 
loss of voice, and pink watery nasal discharge when fever was 
high. There was no observable response to sulphapyridine or 
sulphanilamide by mouth. 

The organisms isolated from the blood in each case were 
typical Brucella strains in morphology and cultural characters. 
They were CO,-sensitive. The strains from Cases 1 and 2 were 
further examined by Prof. G. S. Wilson, who reported that both 
behaved, as regards H.S production and growth in the presence 
of dyes, like typical Br. abortus strains. The strain from Case 1 
agglutinated with a monospecific Br. abortus but not with a 
monospecific Br. melitensis serum. The strain from Case 2 
proved to be thermo-agglutinable, so that a monospecific serum 
test was not possible. 

The isolation of Br. abortus from the blood of 3 of these 4 
cases must be considered fortunate, as it is generally stated that 
blood culture is positive in only 10 to 20% of cases, though it 
is more frequent in Br. melitensis and Br. suis infections. 


Source of Infection 


Milk was clearly the most likely source of infection. The 
3 girls in whom the date of onset is definitely known had not 
been away from the school for 7 weeks before the onset of 
illness. The milk supply to the school was obtained from the 
home farm on the estate, and one pint daily was the allowance 
for each girl, including that used for cooking. Unheated milk 
was drunk at breakfast and supper. It is to be noted that the 
girls had been accustomed to a pasteurized supply in the town 
before evacuation to the country. 

The herd on the home farm consisted of 9 pedigree Guernsey 
cows and a bull. A veterinary surgeon had been called in on 
May 5, 1941, because of the occurrence of abortions. He 
obtained a history of slip-calving during 1940, and, while this 
had been attributed by the owners to fright from low-flying 
aeroplanes, he considered that this marks the beginning of 
contagious abortion in the herd. In April, 1941, there was 
a record of one premature calf which did not survive, one still- 
birth, and one living calf. In Sept., 1941, there was one live 
calf, in Oct. one abortion, and in Nov. one live calf. Blood 
samples taken from two of the cows were submitted to a tube 
agglutination test at 56° C. against a suspension consisting of 
three strains of Br. abortus. One was positive at 1 in 640, the 
other at 1 in 320. All the cows in the herd have now been 
inoculated with a Br. abortus vaccine. 

As soon as the diagnosis of the girls’ illness was made instruc- 
tions were given that the milk should be boiled. The girls, 
however, objected strongly to the taste, and subsequently the 
milk was held at a temperature of 150° F. for 20 minutes. No 
further cases had been reported up to the end of Feb., 1942. 

It seems clear that these girls, who had been accustomed to 
drink pasteurized milk and were thus free from exposure to con- 
tinued mild infection with Br abortus, succumbed to the raw 
supply, which was probably heavily infected and was not 
diluted by mixture with milk from other farms. Elkington and 
his colleagues confirmed the observations of previous workers 
that in such a community a few frank clinical cases usually 
occur along with a much larger number of subclinical or latent 
infections, and it is likely that if blood samples could have been 
taken from the rest of the girls this would have proved to be so 
in the present outbreak. 

In this connexion it is of interest to record the findings of 
one of us (J. C. C.) in a boys’ school in an adjacent county. 
It had been necessary, as part of another investigation, to take 
samples of blood from 160 boys in this boarding-school. Since 
it was ascertained that these boys had consumed raw milk in 


their dining-hall over a period of years it was thought worth 
while, in view of the fact that 20 to 30% of herd samples in 
Great Britain are infected, to test their sera for agglutinins to 
Br. abortus (Oxford Standards Suspension). The results were 
as follows: Total number of sera, 160. Negative at 1 in 20, 
153. Positive at 1/20, 7 (4.49); 1/40, 4 (2.5%); 1/80, 3 (1.9%); 
1/160, 2 (1.3%); 1/320, 0. 

Topley and Wilson (1936) state that about 1.5% of sera sent 
to laboratories for Wassermann reaction in this country agglu- 
tinate Br. abortus at 1/40 or over, but that antibodies are rare, 
even at 1/20, in persons who do not drink raw milk or cream 
and who are not exposed to contact with infected animals. 
There was no history of diagnosed clinical cases among these 
boys, but it seems clear that the regular consumption of raw 
milk had produced enough latent infection to raise the frequency 
of antibodies to Br. abortus to a level considerably above that 
found in the population at large. It is not unlikely that certain 
obscure ailments in the past were in fact mild Brucella infec- 


tions. 
Conclusion 

The present report thus confirms that, with the existing 
prevalence of Brucella infection in the dairy herds of this 
country, the consumption of raw milk in schools is apt to give 
rise to a considerable amount of subclinical or latent infection, 
and that, under circumstances such as the drinking of heavily 
infected milk by children accustomed to milk rendered safe by 
heat treatment, clinical cases may occur in the form of a small 
outbreak. Further, it will be noted that one of the children 
in the present series had a severe and protracted illness, and that 
the period of incapacity even in the milder cases was by no 
means trivial, amounting usually to several weeks. Preventive 
measures consist in pasteurization or other effective heat treat- 


ment of the milk. 
Summary 


An account is given of the occurrence of 4 cases of undulant 
fever in girls in a school evacuated from a large town to the 
country. The source of infection was unheated milk from a 
herd in which contagious abortion was present. 

We are indebted to Dr. Meredith Davies, County Medical Officer 
for Devon, for. permission to this report and for obtaining 
the sickness history of the herd. 
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SCOTTISH ORTHOPAEDIC COUNCIL 

On March 3 the inaugural meeting was held in Edinburgh 
of the Scottish Orthopaedic Council, whose purpose is to co- 
ordinate the work of the recently formed regional orthopaedic 
councils or cripple welfare associations and to secure a national 
scheme for prevention, treatment, training, and welfare of 
cripples. The formation of the Council has been brought about 
by the Lord Nuffield Fund for Cripples, working through the 
Central Council for the Care of Cripples. The chief guest at 
the meeting was Dame Agnes Hunt, honorary superintendent of 
the Shropshire Orthopaedic Hospital, now known as the Robert 
Jones and Agnes Hunt Orthopaedic Hospital. It was announced 
that the Queen had consented to become Patroness of the Scot- 
tish Council, of which Sir John Fraser was appointed chairman, 
Prof. J. M. Mackintosh of Glasgow vice-chairman, and the 
Lord Provost of Glasgow treasurer. Sir John Fraser in a 
statement published before the meeting said that for a long 
period Scotland tended to lag behind other countries in 
orthopaedic development, though the need in Scotland for 
orthopaedics was relatively high. The first to appreciate the 
significance of the situation were certain voluntary organiza- 
tions. Gradually Scotland came to realize its deficiencies, and 
twelve years ago the first regional orthopaedic scheme for 
crippled children was inaugurated for South-East Scotland at 
Fairmilehead, outsice Edinburgh. In 1937 the movement was 
further stimulated by the Nuffield gift for orthopaedic work, of 
which £70,000 was allocated to Scotland. Mr. W. R. Fraser, 
Secretary of the Department of Health for Scotland, spoke of 
the endeavour, through the emergency hospital services, to 
establish special units of all types, including orthopaedic units, 
and said there were now seven units in Scotland, each staffed 
and equipped for specialized and surgical treatment. 
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REVIEW OF THE SANITARY APPLIANCE 
WITH A DISCUSSION ON INTRA- 
VAGINAL PACKS 


BY 
MARY BARTON, M.B., B.S. 


This subject in general appears to have been neglected by those 
contributing to the medical literature, though a few references 
to internal appliances have been made, mostly with the purpose 
of exposing some misuse. It is, however, a matter of some 
importance, and should claim the careful consideration of all 
those members of the medical and nursing professions who are 
particularly concerned with the health of women. Expert 
advice upon all matters connected with sexual hygiene, when 
readily available, may play a great part in the improvement 
of public health ; whereas, conversely, warnings against modern 
improvements based upon lack of sufficient data or merely upon 
prejudice may cause incredible delay in the education of the 
public. 

Nearly all women between the ages of 14 and 50 use some 
form of sanitary appliance, and to each the choice of appliance 
is a question of great importance in her personal sphere and one 
in which she is very apt to seek the advice of her medical 
attendant or, failing that, some nurse of her acquaintance. 
More particularly is she likely to do so if entering upon active 
war work or when joining one of the Services, and possibly 
living in conditions very different from those pertaining in her 
own home. 

In the following paragraphs the term internal pad or appliance 
applies only to the modern types of intravaginal pack in which 
some form of highly absorbent cotton-wool or similar substance 
is compressed and prepared for insertion with or without in- 
corporation within a cardboard or other container, the whole 
being sterilized and wrapped before sale. — 


Popularity of the Internal Appliance 


With a view to discovering the proportion of women who use 
an internal tampon, an inquiry was carried out during a period 
of 3 months’ general practice. Every woman between the ages 
of 14 and SO attending the surgery was asked two simple 
questions: “ What type of sanitary towel do you use?” and 
“Do you use the towel of your choice regularly?” From 30 
to 40 women were thus questioned daily during the ordinary 
course of consultation. The results were as follows: 


The largest group using the internal pack was composed of 
young married women (2.5%), the smallest of young unmarried 
women (0.5%); older married women comprised 1%. The 
remaining 96% continued to use some kind of external pad, 
although many had heard of the newer forms. This might 
seem surprising in view of the time (some 4 to 5 years) the 
internal appliance has been on the market ; but it must not be 
forgotten that fear, born of a lamentable ignorance of their 
own anatomy, prevents an enormous number of women from 
making use of any advance in personal hygiene, and, indeed, 
from carrying out the simplest gynaecological treatments, such 
as douching. Of those women who used the internal pack, 
many did so irregularly with a sense of nervousness, and 
some even with fear that they were doing themselves damage. 
It seems that many women believe that infertility results from 
the placing of cotton-wool pads within the vagina, and not a 
few confessed that they thought malignant disease was brought 
about by “unnatural interference” with what was to them a 
particularly sensitive part of the body. Reassurance in such 
matters, and the confidence born of experience in using even so 
simple an appliance as an intravaginal sanitary towel, cannot 
fail to be a help to any woman. 


Advantages of the Internal Pad 


An internal pad properly placed within the vagina permits of 
complete freedom of movement, and it is possible for the 
wearer to bathe with the pack in situ. Obviously there is no 
question of irritation of the skin of the vulva or thighs. More- 
over the pad when withdrawn is practically odourless: menstrual 


blood attains its “ well-known odour” only after leaving the 
vaginal opening. Little manipulation of the clothing is neces- 
sary during insertion or extraction of the pad, which cannot be 
left in position after saturation, as it ceases at that point to 
fulfil its purpose. This and its convenient size invite frequent 
changing. Lastly, it is readily disposed of. 


Disadvantages of the Internal Pad 


First, it is difficult for virgins to use an internal pad without 
causing partial or total rupture of the hymen with regular use. 
The importance of rupture has only forensic significance, but 
it is worth considering from the individual standpoint. 
Cervicitis or vaginitis might possibly occur as a result of local 
irritation from impurities or chemicals incorporated in the 
absorbent portion of the pack. This is unlikely to happen if 
reputable brands of appliances are used. Infection of the 
genital passage might be caused by carrying bacteria from the 
vulva on a cardboard container, or, alternatively, by permeation 
of a sodden pad left too long in the vagina. This is unlikely 
to occur except in the case of the final pad of the period, as 
during the flow the time when saturation point has been passed 
is readily apparent to the wearer. The argument that internal 
pads may be left in indefinitely and forgotten applies also to 
birth-control appliances, and even, indeed, to false teeth, and we 
must hope that personal hygiene has reached a stage when such 
contingencies can only very rarely arise. I have never yet met 
a case in which irritation or inflammation could be directly 
attributed to the use of a vaginal pad. 


Disadvantages of the External Pad 


The external pad, however carefully chosen and arranged, is 
bulky and needs considerable manipulation of the clothing for 
changing purposes. It is thus often worn too long, becoming, 
if not saturated, over-wet, and providing an ideal nidus for the 
development of bacteria, since it forms a continuous bridge 
between the anus and the vaginal opening. In active women 
these pads, even if only slightly wet, often cause abrasions of 
the thighs. and I have treated many women suffering from 
vulval boils and bartholinitis in whom the condition was wholly 
or in part due to the unsatisfactory use of a sanitary appliance. 
It is impossible, even with frequent changing, to eliminate 
entirely the odour of the menstrual flow. This is much stronger 
in some women than in others, and may be a source of distress 
both to themselves and to those with whom they tome in 
contact. Furthermore, even the compressed external towel 
occupies considerable space in the handbag, and this may 
prevent the wearer from changing her appliance as often as she 
would wish. 


Dis: ussion 


I would suggest, as a resu't of special study, that there are 
improvements which could be made, at any rate in peacetime, 
by the manufacturers of the various brands of internal pack. 
Experiment has shown that it is possible to apply a lubricant 
to the tip before packing which would greatly assist insertion 
in the virgin or small-mide woman. A number of widely 
different substances were tested. At first attention was paid 
entirely to the lubricating capacity of the substances, but both 
laboratory experiments and practical experience indicated the 
need for more definite qualities. Many cily and other lubricant 
media are unsuitable because they are unpleasant to use, reduce 
the absorptive capacity of the pack, and lower the “ wettability ” 
of its surface. A number of substances, however, can be 
employed for pre-lubrication, and these not only add to the 
comfort of the wearer but also improve the function of the 
pack because of their wetting and detergent properties. The 
relevant findings and the technique used in studying the effect 
upon the vaginal mucosa will be published elsewhere. 

Packs in different forms and sizes were also tried out, leading 
to the conclusion, first, that more easily manipulated “ piston- 
ization,” or the means by which the absorbent pad is pushed up 
and placed in proper proximity to the cervix, would constitute a 
vast improvement, and could be combined with a reduction in 
the area of cardboard usually incorporated—in wartime a matter 
of considerable importance. Secondly, an alteration in the shape 
of the insertion tip of the pack would greatly facilitate its use. 
If two sizes of pack, large and small, were made, the former 
would be adopted by a large number of women with a “ heavy 


loss 
won 
qual 

of | 

twel 
grot 

forr 

The 

rari 

jaul 

fro 

atta 

Rac 

ince 

On 

nes: 

of 

dist 

avo 

boc 

thr 

Th 
sur 
ege 
T 
Th 
the 
me 
the 

( 

rig 

the 
no 

fell 

the 

am 

for 

the 

col 

dis 

| 

ow 
int 

an 

ap 

pa 

mé 

cal 

in 

Cc 

me 

co 

pa 

an 

be 
nc 

he 

an 
pl 

ye 

fe 

ti 

fr 

pi 


RNAL 


ng the 
neces- 
not be 
int to 
equent 


Aprit 25, 1942 


MEDICAL MEMORANDA 


525 


loss " for whom the routine size is impracticable. Indeed, many 
women with a normal loss find the present size of pack inade- 
quate for even a short period of time during the first two days 
of menstruation. Lastly, the supply for one period—viz., 
twelve pads—would always be better subdivided into four 
groups of three pads each in a plain opaque wrapper, thus 
forming the “supply for one day,” which could be carried 
unnoticed in the handbag. 


Medical Memoranda 


Two Unusual Cases of Appendicitis 


The following cases are worth recording on account of the 
rarity of the findings. 


_ Case 1.—The patient, a man aged 63, had had a sharp attack of 
jaundice at the age of 21. During recent years he had suffered 
from indigestion and abdominal discomfort, a particularly bad 
attack occurring in 1936, when there were some ™ black stools.” 
Radiographs of the stomach and gall-bladder were apparently 
inconclusive, but the films are unforiunately not now available. 
On July 5, 1941, he went to bed with abdominal pain and sick- 
ness, and when I saw him next morning he had typical symptoms 
of acute appendicitis. At operation the appendix was large. 
distended, and very tense ; it was removed with some care to 
avoid rupture, and was felt to contain one or more foreign 
bodies. On examination after operation these were found to be 
three apparently typical gall-stones, one large and two small. 
They w-re greenish-black in colour, hard, with a mulberry 
surface, and the biggest was somewhat larger than a pigeon’s 
egg. weighing 2.32 g. The pathologist's report states: 
‘The stones consist of calcium phosphate and bile pigment.” 
There seems to be no doubt that these were true gall-stones: 
they were quite different from the faecoliths which one so often 
meets. Had the big one moved down five years earlier when 
there was acute abdominal pain with melaena? 

_ Case 2.—This patient. a man aged 50, gave a history of vague 
right iliac discomfort of some months’ duration, and acute pain 
there for 8 hours. His temperature was 99.6°; there was 
no sickness or constipation. On examination a lump could be 
felt in the right iliac fossa, and I expected to find an abscess 
there. On incising the periténeum some clear fluid was found 
and a large cystic mass occupied the whole fossa. This looked 
for all the world like a thick-wailed ovarian cyst, but the sex of 
the patient was wrong! On investigation it was seen to be 
continuous with the caecum, and was in fact an immensely 
distended appendix. It was about the same diameter as the 
caecum, and one could only tell where the caecum ended and 
the appendix began by the disappearance of the anterior longi- 
tudinal bundle. The mass was separated with some difficulty 
owing to numerous adhesions, and removed by cutting between 
intestinal clamps, the proximal end being closed by through- 
and-through and then Lembert sutures. After removal the 
appendix was found to be 5 in. long and 7! in. round the widest 
part ; it weighed 9} oz. and contained 5 fl. oz. of thick gelatinous 
material Probably this was a case of cystadenoma of the 
appendix. It is ‘extraordinary that so large a tumour had 
caused so little discomfort to the patient. The specimen is now 
in the Museum of the Royal College of Surgeons. 

N. Hay Botton, M.D., F.R.C.S.Ed., 


Surgeon, Sevenoaks Hospital. 


_ The sixty-second annual meeting of the Mental After-care Asso- 
ciation was held recently under the presidency of Princess Arthur of 
Connaught, when the principal speakers were Mr. W. J. H. Brodrick, 
metropolitan magistrate, and Col. Henry Yellowlees, the chairman of 
council. The annual report showed that during 1941 the number of 
patients sent for convalescence was 528, and the number of private 
and boarded-out patients was 524. The convalescent homes have 
been moved inland from coastal districts owing to the war, and are 
now well established and have had a very satisfactory year. All the 
homes supervised by the association are visited at frequent intervals, 
and each patient has an opportunity of stating privately any com- 
plaint. The number of boarded-out patients steadily increases every 
year, Employment has been found for 105 discharged patients, and 
few, if any, have left the employment found for them. The associa- 
tion’s income last year was £28,166, made up chiefly of donations 
from Queen Adelaide's Fund, King Edward’s Hospital Fund, and 
payments by public authorities, patients, and their friends. . 


Reviews 


NUTRITION AND DIETETICS 


Essentials of Nutrition. By Henry C. Sherman and Caroline Sherman 
Lanford, Columbia University. (Pp. 418. 15s.) New York and London: 
The Macmillan Company. 
Diet and Nutrition for the Australian People. By the Nutrition Committee 
of the National Health and Medical Research Council of Australia, edited 
by F. W. Clements, M.D. (Pp. 99. 2s. 6d.) Commonwealth Department 
of Health: Angus and Robertson, Ltd. 
Prof. Sherman has added yet another book to the many for 
which nutritionists the world over have to thank him. This 
time he and his collaborator have addressed themselves “ both 
to those who do and those who do not expect to proceed later 
to a more detailed professional study of nutrition and dietetics,” 
always a difficult task and only to be successfully achieved, as 
here, by those highly skilled in the art. That the result has 
been successful is evident from the fact that the book was first 
published in September, 1940, and needed a second printing in 
January, 1941. Our chief regret is that it should have taken 
so long to reach these shores. Yet it is not in any sense out of 
date, even for a book on so fast-moving a subject. Nor does 
the fact that many of the examples cited refer, naturally, to 
American rather than to British dietary practices or defects 
seriously reduce its value for us. In One respect, moreover. it 
may help to fill a serious gap in the outlook of many British 
workers in this field. Sherman as much as anyone in the world 
has been responsible for emphasizing the difference between 
“ normal,” “ average,” or “ adequate ” nutrition and that optimal 
condition frequently described by United States writers as one 
of “ abounding ” or “ buoyant” health. The difference between 
this condition and what many in former times regarded, and 
some even to-day regard, as a reasonable state of nutrition 
furnishes for the dialectician an example of the “ passage of 
quantity into quality”; the same is true of the difference 
between the state of deficiency disease and one of normal 
nutrition. In theory, and often in practice, onc can interpolate 
between these states every degree of subdeficiency or suboptimal 
nutrition, as the case may be; yet the state at the end of each 
series is so different from that at the beginning as to justify 
our regarding them as of different quality. Dr. Sherman and 
Mrs. Lanford show on this subject, moreovei. the same careful 
and balanced attitude that characterizes the whole of their book. 
They do not claim that a marked increase in all nutrients is 
capable of raising the plateau of nutritional health in the _ 
dramatic way that is achieved by certain specific dietary con- 
stituents. Obviously, above the necessary dail protein intake, 
for example, there is little to be gained by further increases. 
What is made clear is that a similar statement does not apply 
to certain other nutrients, notably to calcium and riboflavin, 
and possibly also to ascorbic acid and some other vitamins. 
This persistent emphasis on optimal nutrition makes the book 
not only outstanding and exceptional but of practical importance 
to-day. If its lesson is learnt in time the task of raising the 
beleaguered populations of the world—and which populations are 
to-day not beleaguered?—to the condition of perfect health that, 
according to Orr and others, should be the basic post-war aim 
for our “ brave new world” may be still possible, if there has 
been no serious fall below “ normal ” or “ sufficient ” nutritional 
levels. Once the people of a country begin to descend the 
slippery slope of subclinical deficiencies, then the task of raising 
that generation to the optimal may be rendered impossible. 
That is why the search for even the smallest signs of incipient 
dietary deficiencies has a practical importance not realized, 
perhaps, by all of those responsible for guiding national policy. 


The smaller and less ambitious book edited by Dr. Clements 
tells to the Australians. in terms particularly applicable to the 
inhabitants of the Commonwealth, the general findings of 
modern nutritional science. Although it bears signs of having 
been written by a number of different pens, and contains some 
observations that tempt the argumentative reviewer to corrective 
rebukes, to indulge in them would be an unjustifiable strain on 
limited paper resources, and we must content ourselves with 
commending the book to Australian readers and to those in 
this country who are concerned to draw their dietary deductions 
trom the widest possible survey of dietary habits. 
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OBSTETRICS AND GYNAECOLOGY IN 1941 


The 1941 Year Book of Obstetrics and Gynecology. Obstetrics edited by 

Joseph B. DeLee, M.D. ; Gynecology edited by J. P. Greenhill, B.S., M.D., 

F.A.C.S. (Pp. 704. $3.00 or 16s. 6d.) Chicago: The Year Book Pub- 

lishers ; London: H. K. Lewis. 

Having reviewed the harvest of some 3,000 articles of obstetrical 
and gynaecological interest in 1941, Drs. DeLee and Greenhill 
have culled the wheat, and not a little chaff, from a selected 
540, and published their summaries and comments in the Year 
Book for 1941. It is perhaps a chastening experience to find 
how little there is new in the reports of over 3,000 workers, but 
every here and there valuable observations are recorded which 
give promise of advances in the future. The association of 
changes in the pH of the urine with ante-natal headaches, dys- 
pepsia, and oedema is an interesting case in point, as is the 
treatment of so-called functional dysmenorrhoea with benze- 
drine sulphate. 

The book is arranged on the same plan as its predecessors, 
with obstetrical and gynaecological sections of approximately 
equal length. The articles are carefully classified and easily 
traced by means of a double index of subjects and authors. 
The previous high standard of illustrations is maintained, 
although, as in the case of the drawings portraying the steps 
of the Manchester operation, it is to be hoped that the artist 
has not reproduced too faithfully what he was commissioned 
to draw. The final sketch depicts a procidentia. This appears 
to be the end-result of the operation, but in fairness to the 
artist it is difficult to see what other result could be expected 
from the technique described, and it is doubtful if the Man- 
chester school will admit paternity of this offspring. 

Throughout the book the editors guide the reader by that 
wise and pungent counsel which, interpolated between sum- 
maries, is possibly the most valuable part of the book. Sound 
conservative practice and constructive criticism based on a wide 
personal experience—that is how we would describe in brief 
these editorial notes so generously scattered through the pages. 
The Year Book continues to be the annual “ what is what ” and 
“who is who” in obstetrics and gynaecology. 


A CYTOPLASMIC HYPOTHESIS OF CANCER 


The Problem of Tumours: The Application of Blastogenic Agents to 
Ciliates. A Cytoplasmic Hypothesis. C. Mottram, M.B. (Pp : 
illustrated. 7s. 6d. paper boards.) London: H. K. Lewis. 

In this small volume Dr. Mottram describes experiments in 
which he has exposed unicellular animals (paramecium) to the 
action of various carcinogenic substances and physical influences 
and has thereby produced gross structural abnormalities similar 
to those ordinarily found in some of the cells which constitute 
the neoplasms of, for example, human beings. A few, but. only 
a few, of the individuals in Dr. Mottram’s treated cultures 
became changed in some profound way so that on subculture 
they gave rise to clones in which all manner of aberrations of 
nuclear division were to be found in cells of giant, normal, and 
dwarf sizes. The facts are interesting in themselves and provide 
a wholesome reminder of our own kinship with what we are 
pleased to call more lowly creatures, but whether they also pro- 
vide sufficient ground for Dr. Mottram’s deduction that can- 
cerous qualities are the result of some cytoplasmic change 
which is transmissible through successive cell generations is 
open to very serious question. Cancer cells have many features 
in common with normal cells, but these can be of no immediate 
interest. If cancer is a disease distinct from all others, as most 
people believe, then its distinguishing characters must derive 
from features in which cancer cells differ from all others. Dr. 
Mottram himself recognizes (p. 78) that abnormalities exactly 
like those studied by him are found in ordinary chronic in- 
flammations as well as in tumours. The position seems to be 
much as if one should attempt to deduce a theory of the causa- 
tion and manifestation of typhoid disease from general studies 
of the mechanism by which elevation of body temperature is 
produced ; and the analogy is not disturbed even though the 
abnormal cells are regarded as only a by-product of the cancer 
cells, and although the same effective agents may also produce 
cancer. 

Direct evidence of the irrelevance of studies of aberrations 
of mitosis found in cancer is not entirely conclusive, since it 
is of negative character. The view generally held by those who 
have studied them is that these abnormal cells are only inci- 


dental to the disease, and indeed it would appear odd, even 
incredible, if autonomous growth—the only known distinctive 
peculiarity of cancer cells, but one remarkably outstanding and 
well-defined in itself —were found to be bound up in any specific 
way with so chaotic a process as these nuclear abnormalities 
and cellular polymorphisms suggest. Quite recently Dr. Ludford 
has described at scientific meetings in this country—and the 
work is mentioned in print in the annual report of the Imperial 
Cancer Research Fund for 1940-1, p. 9—how, although carcino- 
genic substances acting on tissue cultures will produce nuclear 
abnormalities exactly like those found in mammalian and avian 
cancer, the treated cells do not produce tumours when injected 
into test animals. Others have made similar observations. The 
objection may be raised that this method of testing for the 
presence of cancerous transformation is not delicate enough 
to prove a negative. But lack of delicacy in the test is not 
commonly regarded as the reason why failure to produce cancer 
in vitro by means of carcinogenic substances, using the same 
animal tests, has been so nearly universal that general inclina- 
tion is to attribute the one or two reported successes to other 
but unknown factors, and to doubt whether cancerous change 
ever can take place under these conditions, which approximate 
closely to those in Dr. Mottram’s experiments with unicellular 
animals. 

Dr. Mottram is evidently aware of al! these facts, but it is 
just as evident that he attaches less significance to them than 
others may do. The book ends with a quotation: “ Where a 
man thinketh he has finished, then he is but at the beginning, 
and when he ceaseth then shall he be in perplexity ” (Ecclesi- 
asticus). 


Notes on Books 


Part I of the Third Supplement to the British Pharmaceutical 
Codex, 1934, has been published for the Council of the Pharma- 
ceutical Society by the Pharmaceutical Press, 17, Bloomsbury 
Square, W.C.1, at Ss. 6d. These additional monographs com- 
prise substances described in the four Addenda to the British 
Pharmacopoeia, 1932, and substances which have come increas- 
ingly into use in medicine and pharmacy during the past eight 
years. Each monograph contains a useful section on Action 
and Uses, briefly surveying the therapeutic applications of the 
substance described. 


Dr. Parpo-CasTELLo’s book Diseases of the Nails was the 
first monograph on this subject in the English language, and 
among its useful features were the excellent and numerous 
photographs. A new edition has now been prepared, and is 
published in this country by Bailligre, Tindall and Cox at 19s. ; 
the American publishers are Charles C. Thomas of Springfield, 
Illinois, and Baltimore. In a commendably brief introduction 
the author, writing as before at Havana, says that he has tried to 
follow the same principles that inspired his first edition—con- 
ciseness and comprehensiveness. Several new illustrations have 
been added and 65 new references to the literature analysed. 
The work will no doubt continue to be valued by dermatologists. 


Dr. Pup Lewin of Chicago has now produced a second 
edition of his book The Foot and Ankle (Kimpton, 42s.), which 
was favourably reviewed in these columns early in 1941. The 

rincipal changes mainly arise from the events, national and 
international, which have made it imperative for the author to 
emphasize the military aspects of injuries, diseases, and dis- 
abilities of the foot and ankle. Additional emphasis is now 
placed on military injuries, such as compound fractures, 
crushing wounds, and osteomyelitis. An important change is 
the emergency treatment of potentially infected wounds ; and 
compound fractures are dealt with at greater length. 


Mr. Horace HayMAN BoyLe’s Theory and Treatment of 
Fractures of the Jaws in Peace and War was noticed in these 
columns on its first appearance. For a second and enlarged 
edition the author has changed the main title to Fractures of 
the Jaws and Edentulousness (Kimpton, 21s.), and there is a 
formidable subtitle which runs as follows: “A_ constructive 
review of the theory and treatment of fractures of the jaws, with 
special reference to the role of the dental surgeon in the treat- 
ment of these injuries. The mean concentrical principle of 
natural occlusion is explained. This principle as applied to 
dental splinting and denture service is described and illustrated. 
The new preface explains that the object of the work is, in the 
main, to give stage by stage, to the dental surgeon and the 
dental mechanic, those indications of procedure or method 
which will meet the requirements of every case or problem 
where splints or complete dentures have been prescribed. 
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THE THYROID GLAND AND THE CARDIO- 
VASCULAR SYSTEM 


For 155 years, since the day when Parry saw his first case 
of exophthalmic goitre with cardiovascular manifestations, 
the relationship between the thyroid gland and the heart 
has stimulated the interest of physicians. Parry's excellent 
description of this case and five others was published in 
1815 and again in 1825. In addition to goitre, overaction 
of the heart and carotids, irregular tachycardia, and con- 
gestive failure, he noted nervousness, exophthalmos, sweats, 
and diarrhoea. Graves, unfamiliar with Parry’s observa- 
tions, published his views gn the relation of thyroid swelling 
to palpitations in 1835. He thought that functional dis- 
order of the heart was primary, and that the thyroid gland 
was flooded with blood so that it swelled as if it were erectile 
tissue. He believed that many cases of globus hystericus 
might be explained by such a mechanism. To these views 
he added no fact unrecorded by Parry, and his clinical 
description was inferior. Basedow in 1840 wrote a fuller 
and more vivid account than Parry. His description of 
the woman with careless mien and restless manner who 
with naked arms and breasts liked to seat herself in a 
draught beautifully illustrated heat intolerance. Loss of 
weight, despite a voracious appetite, was another new and 
important observation. Basedow laid more stress on exoph- 
thalmos than Parry, and he drew attention to the efficacy 
of iodine in treatment. In 1864 von Graefe added his well- 
known sign, and in 1883 Marie remarked on the constancy 
of tremor, and thereby completed the period of clinical 
description. The biochemical era opened when Mdbius 
formulated his hypothesis that the thyroid gland was 
the cause of the whole disturbance, and suggested that it 
secreted an abnormal substance. At about this time 
parallel work on cretinism and myxoedema revealed the 
potency of thyroid extract, and it was noticed that an 
overdose resulted in symptoms of thyrotoxicosis. Measure- 
ment of oxygen consumption as an index of thyroid activity 
was introduced by Magnus Levy in 1895, and twenty years 
later came the discovery of thyroxine by Kendall in 1915, 
and then its synthesis by Harington and Barger in 1927. 
In the meantime the clinical aspects of the disease had been 
studied and treated with some success. In 1909 Plesch 
showed that the cardiac output was raised, and at about 
the same time, after the introduction of the electrocardio- 
graph into clinical medicine, the irregular tachycardia noted 
by Parry was shown to be auricular fibrillation. From 
1907 onwards Dunhill practised partial double thyroid- 
ectomy. and the success of surgical treatment became 
established. Although we owe much of our knowledge 
concerning the value of iodine in the prevention and treat- 
ment of goitre to Marine, it was Plummer (1923) who 
proved the beneficial effects of large doses of iodine in 
thyrotoxicosis, and the relative safety of surgical interven- 
tion during an iodine remission. Current interest lies 
chiefly in the cause of the thyroid stimulation. and 
especially in the relationship of the thyroid to the pituitary. 

The cardiovascular manifestations have recently been 
reviewed at length by Hakon Rasmussen.’ It is known 


1 Acta med. scand., 1941, Suppl. 115. 


attack. 


that the increased oxygen requirement is met by increased 
oxygen transport, and that this is effected by a rise in 
cardiac output equivalent to the demand, the arteriovenous 
oxygen difference remaining more or less unchanged. It 
is also known that the raised cardiac output is maintained 
by tachycardia, the stroke volume remaining more or less 
normal. These are the facts; but how are they to be 
explained? Why, for instance, does not the increased 
oxygen consumption simply result in an increased arterio- 
venous oxygen difference, as is the case when the oxygen 
requirement is increased by dinitrocresol? Or, to put it 
in another way, what determines the rise in cardiac out- 
put? It is known that thyroxine may cause tachycardia 
by direct action on the heart itself, for not only the 
denervated heart but also isolated auricles or ventricles 
respond to thyroxine by increasing their rate of pulsation. 
At first sight it would seem a beneficial physiological 
mechanism that the substance which controls the body's 
rate of metabolism should also control the speed of the 
heart; but it must be remembered that tachycardia itself 
has but little effect on the cardiac output, its chief result 
being a decreased stroke volume—as in the tachycardia of 
the anxiety states. A significant rise in cardiac output can 
be caused only by an increased venous return. It seems 
to be a matter of indifference whether this is dealt with 
by tachycardia, as is usual in thyrotoxicosis, or by an 
increased stroke volume, as in some athletes. If the body 
is to deal with an increased venous return by tachycardia, 
the Bainbridge reflex would make the appropriate adjust- 
ment. Any tachycardia induced by the action of thyroxine 
on the heart itse!f would therefore appear to be an unneces- 
sary side effect. Rasmussen has evidence which he believes 
shows this side effect to be harmful. Young dogs were 
fed with thyroxine for periods varying from a few weeks 
to nearly a year. The most characteristic cardiovascular 
effect was the occurrence of paroxysms of sinus tachy- 
cardia, unrelated to change in the oxygen uptake. These 
attacks sometimes culminated in the death of the animal. 
and all the deaths in the series were heralded by such an 
Necropsies on 13 cases gave no information as 
to the cause of death, and the author's contention that 
the tachycardia resulted in heart failure is not borne out 
by the report that the livers were normal in all instances. 
Clinicians have been familiar with attacks of sinus tachy- 
cardia in thyrotoxicosis since they were first described by 
Graves in 1840. It is also possible that paroxysmal auri- 
cular fibrillation in older patients represents the same 
phenomenon. Rasmussen's description of the terminal 
circulatory collapse in his dogs resembles that of the col- 
lapse of shock. The importance of these observations lies 
in their possible relation to thyrotoxic crises in man. 

To return now to the raised cardiac output of Graves’s 
disease and its. dependence upon an increased venous 
return—how is the latter determined? In general there 
are four ways in which the venous return may be increased : 
(1) by enlisting the help of gravity ; (2) by increasing the 
blood volume: (3) by the pumping action of contracting 
muscles and the sucking action of inspiration: (4) by 
arteriovenous shunting, either through an arteriovenous 
aneurysm or by dilatation of appropriate peripheral vas- 
cular channels. In thyrotoxicosis the increased venous 
return must depend upon the fourth mechanism. Boas 
has suggested that a highly vascular goitre may act as an 
arteriovenous aneurysm, an idea which, though not the 
likely explanation for the majority of cases, may prove 
occasionally true, especially where a vascular hum is heard 
over the gland. We are left, then, with peripheral vaso- 
dilatation. Little attention seems to have been paid to 
this factor. Yet Wenckebach has shown that in beriberi the 
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enormous increase in venous return is due to it, for the 
venous pressure drops sharply under the influence of pitres- 
sin. Also in beriberi adrenaline appears to augment the blood 
flow by lowering the diastolic blood pressure, a fact which 
would suggest that the vessels chiefly involved are the 
muscle arterioles. It may, too, be remembered that in 
1918 Goetsch introduced a test for thyrotoxicosis based on 
undue sensitivity to adrenaline. This reaction has never 
been understood. Anaemia is another condition in which 
the cardiac output, and therefore the venous return, may 
be greatly augmented. Here the viscosity factor may play 
a part in the quick flow through the periphery, but vaso- 
dilatation, which is certainly not in the skin vessels, is also 
present. Thyrotoxicosis, beriberi, and anaemia have in 
common a metabolic difficulty, vasodilatation, and a much 
increased venous return. Increased blood flow to a work- 
ing muscle is due to vasodilatation, which in turn is. due 
to an excess of certain metabolites. During physical effort 
this mechanism is widespread, and must play a considerable 
part in the increased venous return initiated by respiratory 
efforts and by the pumping action of the muscles. Is it 
possible that the vasodilatation of the three conditions 
mentioned above is also due to an excess of certain meta- 
bolites, and that this may be the ultimate cause of the 
cardiovascular effects ? ‘ 


FILTERABILITY OF TUMOURS 


Experimental cancer research may be regarded as beginning 
only with the present century, but within a decade of this 
date the conclusion had been reached and become generally 
accepted that the cancer cell is malignant because it is 
a biological modification of a normal cell. The discovery 
and proof of this explanation of the essential nature of 
cancer were widely acclaimed as the major achievement 
of contemporary cancer research. The possibility that 
tumours might be caused by an extrinsic agent—a micro- 
organism, for example—was thought to be as completely 
disproved as anything could be. Every effort to find a 
cause of cancer separable from malignant cells had failed ; 
it appeared most unlikely that any causative organism could 
be as strictly limited to a single host-species as transplant- 
able tumours are; and there was also this apparently 
adequate alternative explanation of all that was known of 
tumour qualities. Then in 1911 came the announcement 
that a certain tumour of fowls, the Rous sarcoma No. 1, 
had been found transmissible to other fowls by means of 
filtered extracts of the malignant tissue. The universal and 
quite understandable reaction to this revolutionary claim 
was one of frank unbelief, and it was confidently and even 
obstinately asserted that the condition must have been 
wrongly diagnosed. But no one was able to demonstrate 
the supposed error, and gradually opinion changed. It 
became more and more widely recognized that by all 
accepted criteria of malignancy this fowl sarcoma must be 
acknowledged a true neoplasm. Filterability was now a 
subject of deepest interest. Demonstration of this quality 
in a tumour almost certainly implies that the tumour has 
an organismal cause, and the primary question was whether 
or not these new fowl tumours—for others were soon 
discovered—were different aetiologically from the many, 
chiefly mammalian, which had been so carefully studied in 
the earlier period of cancer research. To-day the general 
feeling is that, as some tumours have organismal causes, 
then all may have; but why, if this view be correct, so 
many tumours should be found non-filterable remains a 
mystery. 

The significance of filterability is still debated, and dis- 
cussions are still hampered by uncertainties arising from 


practical difficulties in classification. It is commonly found 
that a readily filterable tumour which is being maintained 
by serial passage will vary in filterability from time to time 
and may even pass into a temporary phase of non- 
filterability ; filterability varies from tumour to tumour, 
some being easily filterable, some less so in varying degree, 
and others all but non-filterable ; improved technical 
methods or other favouring circumstances may heighten 
measurable filterability and may even remove a tumour 
from the negative to the positive class. But notwith- 
standing the somewhat nebulous character of the line of 
separation, and in spite, also, of the possibility that there 
may be no such line at all, some workers still believe that 
tumours do fall naturally into two great groups, which 
correspond roughly to the two which are suggested by tests 
of filterability ; and from time to time significant correla- 
tions are still sought and new facts are brought to light. 
Filterability is not altogether peculiar to any single 
animal species or group of related species, for besides the 
fowl tumours the Shope rabbit papilloma is filterable, and 
so are Lucké’s tumours of frogs and the common warts 
of man. Nor is filterability strictly correlated with the 
presence of a virus cause, for by indirect methods virus 
has been demonstrated in tumours which have never yet 
been filtered the R.F.D.2 sarcoma of fowls,’ for example, 
and the carcinoma V2 of rabbits.’ Filterability is not even 
very Strictly correlated with the rate of growth of malignant 
tissue. Dr. J. B. Murphy, a colleague of Rous’s and one 
who with him took part in the very earliest studies of 
filterability, is still concerned to find the broad aetiological 
significance of this quality. In a recent paper he and his 
colleague Sturm’ report failure to filter a series of induced 
tumours of fowls, and they raise the question whether such 
tumours have not a fundamentally different cause from 
tumours which arise spontaneously. Among tumours 
which had been induced by means of dibenzanthracene 
a number were found transplantable, and 8 of the most 
rapidly growing of these were used in attempts to trans- 
mit by means of filtrates and dried tissue—all failed. This 
is consistent with the published results of other workers, 
with the sole exception of MacIntosh and his colleague 
Selbie, who have- reported the production of filterable 
tumours of fowls by means of a carcinogenic agent. Many 
workers have been puzzled by this fact: that in fowls in- 
duced tumours are so much less likely to prove filterable 
than spontaneous tumours. It is evident that as yet we have 
no clear and comprehensive understanding of filterability 
and its significance in relation to the malignant process. 


METHYL ALCOHOL, OR “HOOCH,” POISONING 


Methyl alcohol is known by various names, the most 
common being wood alcohol. It is used in industry as a 
solvent and is found as an adulteration in ethyl alcohol ; 
it has no place in therapeutics. In contrast to ethyl alcohol, 
which is broken down in the body to carbon dioxide and 
water, methyl alcohol is oxidized slowly into formaldehyde 
and formic acid, and much remains unchanged in the 
tissues for long periods (up to 48 hours) after ingestion. 
Since this substance may be found in adulterated spirits— 
together with other toxic products—the risks of methyl 
alcohol poisoning are likely to increase whenever the pro- 
vision of alcoholic drinks becomes scarce or restricted. 
Thus, numbers of cases of wood alcohol poisoning occurred 
during the period of prohibition in America, when synthetic 
and surreptitious spirits were sold and consumed in fairly 
large amounts. With the present-day shortage of “ genuine” 
1 Rep. 2nd internat. Congr. Microbio!., 1936, p. 99. 


2 Proc. Soc. exp. Biol., N.Y., 1941, 47, 130. 
2 Cancer Res., 1941, 1, 609. 
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drink in wartime and its high price the risk of “ doctored ” 
whisky again arises, and cases have already been reported 
of serious or fatal illness from poisoning by “ hooch” or 
adulterated liquors. 

Drs. Merritt and Brown have recently’ reported one such 
case in detail and record certain points of special interest. 
According to their view, the main effects of methyl alcohol 
poisoning are due both to the acidosis following the produc- 
tion of formic acid and to the almost specific toxic action 
of the substance itself upon the optic nerves and central 
nervous system. The minimum dose likely to cause death 
or blindness is approximately 10 c.cm., but most persons 
can tolerate much larger doses ; a few are affected by very 
small amounts and appear to have a definite idiosyncrasy 
to the substance. The most serious effects are upon 
the brain and optic nerve. Violent maniacal behaviour 
may occur and be followed by deep coma, or the latter 
may develop from ‘the start. Death may supervene in one 
to three days, or the coma may last even longer. Blind- 
ness often comes on almost immediately after drinking 
wood spirit and is usually permanent, though in some cases 
it may be delayed for several days. Abdominal pain, 
nausea, and vomiting, with symptoms of cardiac weakness, 
are further additional manifestations of poisoning. In 
Merritt and Brown's case the condition at first resembled 
that of a coronary thrombosis, with precordial pain, rapid 
respirations, cyanosis, and collapse. An electrocardiogram 
also showed changes in the QRS complex with inversion 
of the T wave, which the authors regarded as probably 
due to the severe acidosis produced by the formation of 
formic acid. Acting on this view, they treated the acidosis 
with intravenous injections of large amounts of 5% sodium 
bicarbonate solution. In this way air hunger was relieved, 
and the blood urea fell from 108 mg: to 36 mg. per 100 
c.cm. of blood within three days. Simultaneously improve- 
ment occurred in the vision, which was at first reduced to 
the ability to count fingers only at 1/2 to 1 metre. Other 
measures adopted were the more general ones of gastric 
lavage, use of vasodilators, and administration of thiamine. 

Difficulties in the recognition of the milder cases of 
wood alcohol poisoning and the prevention of the con- 
sumption of “doped” drink make the condition one 
of importance, which practitioners will be wise to keep 
in mind. The hopeful results of early and thorough 
treatment in ameliorating the disastrous effects upon 
vision, as well as in possibly saving life, are still further 
reasons for special watchfulness. 


RECRUITMENT TO THE DENTAL PROFESSION 


In 1939, just before the outbreak of war, there were 15,000 
names on the Dentists Register, providing roughly one 
dentist for every 2.700 of the population, or one dentist 
for every 1,000 of the population below twenty-five years 
of age. (The proportion of dentists to population in the 
United States is more than double this figure.) During the 
last ten years the average number of graduates and licen- 
tiates annually entering the profession was 317, and on the 
basis of the mortality tables, if this figure is continued, 
it means the maintenance of a Register of only just over 
12,000. But the position is still worse when it is remem- 
bered that in a few years’ time there will be a big decline 
in the numbers of the “ 1921” group (those without qualifi- 
cations), even the younger of whom will be approaching the 
retiring age of the middle or late sixties, and, of course, 
there will be no replenishment of that group. 

The Dental Education Advisory Council of the dental 
schools of Great Britain and Ireland has prepared a memo- 


1 Proc. Mayo Clin., 1941, 16, 666. 


randum on the subject for presentation to the Ministry of 
Health and the Department of Health for Scotland. A 
research statistician whom it has employed estimates that in 
order to maintain the present number on the Register and to 
meet the accelerated wastage which may be expected in ten 
or fifteen years’ time,an average of 364 new students must be 
enrolled annually during the period 1945-54, and 560 in 1955. 
The average annual number enrolled between 1931 and 1940 
was 348, and during the war years, 1940 and 1941, there has 
been a steep decline of 28% and 43% respectively on the 
1938 figures. The memorandum goes on to compare the 
attractions of dentistry with those of other professions. The 
high cost of training and the amount of capital required 
to buy or establish a practice mean that dentists can be 
recruited only from a somewhat limited class. The profes- 
sions of medicine and law are open to the same class, and 
the higher social status conferred and financial advantages 
obtained outweigh the attractions of dentistry as a career. 
As student entries affect the Register five years ahead the 
seriousness of the problem should be realized now. The 
Advisory Council suggests that more students should be 
attracted by raising the social status of the dental profession 
(it does not suggest how this is to be done) and by making 
the financial returns of the senior posts more comparable 
to those in medicine and law. This, however, cannot be 
made effective soon enough to prevent a disastrous fall in 
the number of dentists, and therefore a second line of policy 
should be adopted fairly quickly—namely, the lowering of 
dental school fees and the provision of specific scholarships 
in dentistry (the number of scholarships at present is neg- 
ligible). This would make dentistry a possible choice to a 
wider section of the community. 


POST-RADIATION SCARS AND ULCERS 


The frequency of late radiation injuries is difficult to 
assess, but Conway,’ in common with others who have 
written on the subject, believes that it is increasing. He 
notes that, whereas in the first quarter of the century the 
greater number of radionecrotic ulcers reported occurred 
in those administering the rays rather than in the patients 
being treated, in the last decade the position has been 
reversed. A post-radiation injury may be condoned if pro- 
duced in the treatment of inoperable cancer, but some two- 
thirds or more of the injuries reported have arisen in cases 
in which radiation was given for a benigm condition. Thus, 
of Conway's ten cases, one was in a physician and six had 
been irradiated for benign lesions. In Uhlmann’s’ fourteen 
illustrative cases the original lesion was berign in twelve. 
Witwer and Leucutia® saw twenty-eight cases of malignant 
roentgen neoplasms between 1922 and 1938, of which 
eighteen had followed irradiation of benign lesions, eight 
occurred in doctors and dentists, and only two followed 
irradiation of a cancer. In a period of ten years Gillies 
and MclIndoe dealt with 197 late radiation injuries, of 
which no fewer than 159 came after irradiation of a benign 
lesion. Study of the reports of the chief cancer centres 
shows how rare are the severe forms of injury, and there 
is now little doubt that advanced devitalization of the 
tissues is more likely to happen after intermittent doses of 
soft ravs—such as have been generally used in the treat- 
ment of benign conditions—than after the one or two 
intensive courses of deep x-ray therapy that are the rule in 
malignant disease. For this reason Leucutia recommends 
dermatologists to use only the top of their voltage range 
with adequate filtration, and he considers that the medium 


1 Surgery, 1941, 10, 64. 
2 Amer. J. Roentgen. 1939, 41, 80. 
3 Radiology, 1940, 34. 24. 
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voltage range so often used in the irradiation of benign 
conditions such as toxic goitre or tuberculous glands should 
be entirely replaced by deep therapy. Conway finds it 
difficult to acknowledge the value of a method of therapy 
which carries with it danger ot serious complication, but it 
is really only misuse of radiations which involves such 
risk. Some of the worst deformities appear where there 
has been other traumatizing treatment either before or after 
the irradiation—e.g., carbon dioxide snow to a naevus, 
or electrolysis of hairs ; and it would seem, too, that these 
cases are especially liable to malignant degeneration. It 
can thus seldom, if ever, be justifiable to irradiate an 
already scarred benign lesion, particularly as one of the 
reasons for advising radiotherapy in many of these lesions 
in preference to surgery is the absence of scarring. 

Radiation injuries after the treatment of benign lesions 
are a reproach to medicine, but reparation is still possible. 
When malignant change supervenes on a_ radionecrotic 
ulcer nearly half such cases end fatally. Of Conway's six 
cases two developed carcinoma, and he quotes Deuticke’s‘ 
collection of sixty-one cases of roentgen sarcoma following 
the irradiation of inflammatory conditions. Of Leucutia’s 
twenty cases, eight patients died of malignant disease. 
Thus both to avoid the onset of malignant change and to 
shorten the period of the patient’s discomfort and of the 
series of operations often needed for plastic repair, post- 
radiation scars and ulcers should be referred to the plastic 
surgeon much earlier than has been usual in the past. 
There will be general agreement with Conway's conclusion 
that conservative measures are of little value in the eradica- 
tion of the after-effects of radiotherapy, and their treat- 
ment calls for the application of all the principles of plastic 
surgery. But the essence of the matter is that most of 
these injuries can and must be avoided. 


HALITOSIS 


Minor complaints tend to be ignored, especially when 
they are unassociated with serious ill-health. They are 
usually beneath the contempt of the research worker, 
though they often cause much discomfort and even suffer- 
ing. Bad breath is one such condition, which, like the 
much-advertised “body odour,” sometimes produces in- 
tense, almost obsessional, anxiety. In children it is 
commonly detected by nurses or parents, and if treated 
unsympathetically may react most harmfully upon the 
child, who in some cases is made to feel he is dirty or 
unhealthy and becomes in consequence hypersensitive and 
solitary, with bad after-effects upon his character and 
temperament. 

What are the causes of halitosis? Bronchiectasis with 
retained offensive purulent secretion is an obvious one 
and need not be considered further. Decomposing food 
résidues in a large decaying tooth or chronic purulent 
discharge in a big tonsillar crypt may taint the breath 
unpleasantly. But the causes of these are easily detectable. 
Of what one might describe as “common or garden hali- 
tosis ” the cause is popularly believed to be intestinal, and 
it is this that Drs. Crohn and Drosd* have recently investi- 
gated. Many doctors believe that the root of the trouble 
is the colon, and constipation is often blamed, a view 
profitably sustained by popular advertisements. But there 
is in fact little or no evidence that simple constipation 
ever causes bad breath, and even with serious obstruc- 
tion of the large bowel the breath may be inoffensive. In 
some of their investigations Crohn and Drosd administered 
garlic per rectum, by capsule orally, and through an ileos- 
tomy stoma. They noted that while the garlic remained in 


4 Beitr. klin. Chir., 1939, 169, 214. 
5 J. Amer. med. Ass., 1941, 117, 2242. 


the stomach the breath was odourless, but with garlic in the 
intestine and colon the breath smelt strongly in a very short 
time. The smell persisted in the breath for periods up 
to 48 hours, although washings from ileum or colon 
completely lost all odour in 6 to 8 hours. In other words, 
the odour persisted in the breath long after all garlic smell 
irom the intestine—small or large—had disappeared. It 
was then found that the smell of garlic persisted in the 
bile very much longer than in the intestinal contents. 
It therefore seemed clear that the “essence” of garlic 
must in.some way have been absorbed and stored in the 
liver, thence continuously reaching the breath through the 
circulation. Neither laxatives nor irrigation of the colon 
could rid the breath of the garlic odour, though if the former 
were given soon enough—within a few hours of taking the 
garlic—the smell was somewhat lessened. 

In a series of similar experiments, using paraldehyde, 
whisky, peppermint, or garlic, Crohn and Drosd suggest 
a provisional hypothesis which should be fairly easily con- 
firmed or disproved. First, they conclude that substances 
do not appreciably taint the breath by remaining in the 
mouth (in small traces) or while retained within the 
stomach. Secondly, most absorption is from the small 
intestine, from which the odoriferous substancés are 
carried and partly retained in the liver ; absorption from 
the colon is of much less importance. Mouth washes and 
colon lavage are thus of equally little use in reducing foetor 
oris, because within a few hours of ingestion the offending 
substances are already at work in the liver. From these 
experiments the authors deduce that offensive volatile pro- 
ducts of fat digestion act similarly in cases of apparently 
unexplained halitosis. They report that patients given a 
reducing diet low in fats (40 to 60 grammes a day) promptly 
lose their offensive breath. Such a theory of the intestinal 
origin of halitosis and the hepatic lodgment of halitotic 
agents, while not itself a new one, is certainly of real 
interest—if only because it emphasizes once again the 
vital importance of the small as compared with the large 
intestine, and our relative lack of precise knowledge of its 
varied functions. The authors are to be congratulated upon 
a useful and practical contribution to a subject of wide 
general application, and further reports of the results of 
their suggested fat reduction in treatment will be awaited 
with interest. 


VARRIER-JONES MEMORIAL LECTURES. 


At the time of Sir Pendrill Varrier-Jones’s sudden death 
last year he was actively engaged in promoting a course 
of lectures by eminent authorities on various aspects of 
medical and surgical tuberculosis, including early diagnosis, 
after-care, and rehabilitation. It is now proposed that part 
of a memorial in his honour should take the form of realiz- 
ing the scheme he had so much at heart. Owing to the 
present situation it is thought that the most practical method 
would be for such lectures to be given at Service hospitals, 
particularly at those where medical and surgical conferences 
are already being held from time to time. After the war 
the intention is to arrange for the lectures to be given both 
at Papworth and at the principal medical centres. A 
memorial fund has been opened and subscriptions will be 
welcome. Subscriptions should be marked “ Varrier-Jones 
Memorial Fund” and forwarded to the Secretary, Pap- 
worth Village Settlement, Cambridgeshire. In the mean- 
time the committee would be glad to receive requests from 
commanding officers of Service hospitals who may wish to 
have such lectures given ; their requests should be addressed 
to the secretary as above. This practical project is in keep- 
ing with Varrier-Jones’s known wishes and should make a 
wide appeal. 
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A PROBLEM OF MEDICAL CERTIFICATION IN 
INDUSTRY, WITH SUGGESTED SOLUTIONS 


BY 


A. KEFALAS, M.A., M.B., Ch.B., F.S.S. 
Works Medical Officer 


At a time of dire national need one of the serious problems of 
output is the reluctance of certain people to take up work which 
they suppose, often quite wrongly, to be dangerous, or, having 
started such work, to continue it. This is bad enough when. 
the occupation is really dangerous, but when it is in fact 
harmless this attitude is unforgivable. It occurs generally in 
industry, random~- examples being a baseless fear of lead 
poisoning from processes with a negligible lead risk, poisoning 
from “fumes” though adequate exhaust devices keep the 
atmosphere absolutely safe, silicosis in non-siliceous grinding or 
drilling, and so on interminably. The offender, alarmed at what 
he hears about these supposed dangers, “ goes to the doctor.” 
It is unfortunately true that some of them, disliking their job 
for some other reason altogether, make the “ hazard ” an excuse 
to get a more pleasant or an easier one. 

One very serious example will put the matter more clearly. 
In the wet grinding of “small tools” and drills (high-speed 
steel) these articles—the production of which is an indispensable 
preliminary to the making of most machinery, arms, and muni- 
tions—are either rotated singly in a chuck or holder or spun 
in numbers on a revolving table, against a non-siliceous wheel, 
whilst a slow jet of water containing composite powders (none 
with free silica in significant amounts) runs over them. The 
atmosphere round the machines is dust-free and generally better 
than that in many houses and public buildings. Although there 
is definitely no danger of silicosis in this work, some of the 
operatives are convinced to the contrary, while others dislike it 
because it is “rough on the hands.” Determined efforts are 
sometimes made to leave it, and some of these are dishonest. 
The number of workers producing, mainly to the National 
Service Officer, medical certificates alleging that this work is 
inimical to their health is reaching such proportions in Sheffield 
that in some quarters difficulty is anticipated of keeping enough 
people working to produce these most vitally necessary articles. 


The Doctor’s Dilemma 

The real difficulty is that the man can practically always get 
his certificate ; for the doctor, when approached by a patient 
who says, “I am working as a steel grinder, and the work is 
affecting my health: I keep getting a cough and I do not feel 
well,” must, especially if there is some respiratory catarrh, 
accept the patient’s word and issue a certificate, which, of 
course, is merely an opinion and not a statement of fact. The 
doctor feels that anyone else doubting the accuracy of or being 
aggrieved by it should refer the case to another medical author- 
ity and produce a counter-certificate. 

The docior’s lack of knowledge of the grinding process, which 
may or may not be dangerous, does not affect the position. 
The mere fact that the patient is ill, or even claims to be ill, 
makes it incumbent upon the general practitioner to neglect 
no possible precaution whatever, for if he does so neglect any 
precaution he is plainly guilty of culpable negligence. He has 
perforce to take the view that the process might be dangerous, 
and therefore has to cover the contingency, for the simple 
reason that if it were not so covered and the patient came to 
any harm, or could convince a court of law that he had suffered 
harm (not always the same thing! ), the doctor could be mulcted 
in damages and injured in reputation. If it be remembered that 
the practitioner often has to work at high speed, it will be seen 
that he is in an absurd and unhappy position, and doctors are 
continually finding themselves bound, both by the law and by 
the best traditions of their craft, to issue certificates which they 
feel they ought not to have to issue. 

It is useless to say that the doctor should refuse a certificate 
unless he finds some specific organic lesion directly connected 
with the alleged condition to substantiate the patient's state- 
ment, for if this principle were followed generally he would 
have to assume that a great proportion of all those suffering 
from some of the most dangerous diseases in their early stages 
were either malingerers or fools. A doctor treating a case, as 


distinct from one who is a referee, must give the patient the 
benefit of the doubt. It is even arguable that a neurotic work- 
ing at a process which he wrongly thinks is dangerous might be 
seriously injured by the anxiety which a refusal to certify could 
produce, and a bad “ breakdown ” in such a case might be hard 
to explain away. Even, again, in the comparatively rare cases 
in which a doctor can be absolutely certain of his facts and 
refuses to issue a certificate, he often does so at the price of 
great annoyance and injury from the angry patient, who does 
him all the harm which innuendo and disparagement can do, 
thereby adding still another pinprick to the many he suffers. 
It has to be remembered, too, that this issuing of endless certifi- 
cates is reaching such proportions as to interfere seriously with 
the doctor’s proper work, and many medical men have 20 to 30 
patients each asking for from 2 to S certificates for various 
purposes in a single surgery. 

On the other side is the employer engaged in production of 
articles of superlative necessity for the national safety. Some 
of the processes in his factory may be irksome, less remunera- 
tive than others, or the cause of baseless fear like the ones cited 
above. He is constantly pestered by workers, most of them 
“ dilutees,” who produce certificates stating that they are unfit 
for their work. Many of these people have been trained at 
the cost of much time, trouble, and money, and their defection 
causes great loss of production and brings dire disaster to the 
men who are fighting for them. Their actions often end in the 
spreading of rumours about the shops regarding processes which 
have names associated with dangers that have been non- 
existent for many years. Alarm spreads like an epidemic, 
confidence is undermined, and the result is more doctors’ notes 
and more loss and waste. 


The National Service Officer’s Difficulty 

The National Service Officer finds himself in difficulties over 
cases in which medical certificates are produced. He feels, as 
a layman, that he cannot rightly ignore a doctor's certificate, 
and he is thus in a position as awkward as that of the doctor 
or employer. There is, however, a further difficulty. The way 
bad, lazy, dishonest, and hypochondriacal workpeople are 
dealt with varies from place to place according to the tempera- 
ment of the N.S.O., and in many cases it is virtually impossible 
to get him to prosecute even in the most flagrant cases. In 
such places the employees openly jeer at the superior who 
threatens to appeal to this officer. 

This much time, money, expensive training, and material 
are lost, to the scandalous detriment of production, for the 
grinding processes mentioned are but an example, and the 
trouble is widespread. I have seen it as a medical officer in 
two widely separated places concerned with steel, munitions, 
coal by-products, and collieries. 


The Remedy 
The cure appears to be simple. In fact, there are three 
ready remedies. The first would relieve the general practitioner 
from the responsibility of issuing certificates relating to specific 
processes and would make acceptable only a standard certificate 
something like this: 

I hereby certify that ................ complains of 

occupational prejudice to his (her) health, and I recom- 

mend that he (she) be examined by the Medical Referee. 


If the arbitrating doctor decided against the patient, the 
patient would have to bear the cost of the examination. The 
objection is that this would be cumbrous and would result in 
further calls upon an already depleted medical personnel. 

Alternatively, all processes in industry should be numbered. 
even if the numbers ran into hundreds of thousands. The 
grinding processes cited here would, for example, be grouped 
under one number—* Grinding, No. So-and-so.”. No worker 
would be allowed to define his work other than by its official 
designation: “ Dyeing, No. X ; “ Spinning, No. Y ; “ Mining, 
No. Z,” and so on. These would be listed under three headings 
Safe,” “ Doubtful,” and “Subject to Hazard the 
list would be a confidential official document in the custody of 
the N.S.O. The form of the doctor's certificate would be thus: 

I hereby cestify that in my opinion process X is 
prejudicial to the health of Mr. (Mrs., Miss) .......... 
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The N.S.O. to whom it would be taken would check off the 
process on the list, and those cases not falling under the head- 
ing “ Safe * would be referred to the appropriate medical officer, 
who should be a member of the Factory Inspectorate with 
power to examine the work as well as the patient before 
adjudicating. 

Otherwise a copy of the list could be given to every doctor 
as a confidential official document. He would then know from 
it whether any given case justified recommendation for examina- 
tion by the medical referee. The objection to this is again the 
cost and trouble of distribution, and the obligation which such 
specific information might place upon the doctor to press every 
case not graded as “ Safe.” 

Each of the first two suggestions appears to meet the difficulty 
and would relieve the G-P. of an unfair and unwanted respon- 
sibility, the manufacturer of much waste and troubie, the 
N.S.O. of many difficulties, and the country of much loss and 
danger. 


PHYSICAL EDUCATION IN ALLIED COUNTRIES 
CONFERENCE IN LONDON 
A two-day inter-Allied conference on the wider aspects of 
physical education was arranged by the Ling Physical Educa- 
tion Association and held recently in the B.M.A. Great Hall in 
London. The aim of the conference was to promote inter- 
national co-operation and to exchange ideas on the part played 
by physical education in the general scheme of national educa- 
tion in this country and abroad. The conference was opened 
by Mr. R. A. Butler, President of the Board of Education, who 
announced that a big development of the school medical service 
was in contemplation whereby the medical needs of the after- 
school adolescent would be covered. Representatives from 
Australia, Canada, South Africa, New Zealand, and India took 
the chair at the various sessions, and among those who deliv- 
ered addresses were the Prime Minister of Belgium, the Greek 
Minister in London, and the Ministers of Education for Poland, 
Norway, Netherlands, Czechoslovakia, Yugoslavia, and Free 
France. 
Health Services under the Soviet 

Mr. A. Ruscoe Clarke, F.R.C.S., a member of the Anglo- 
Soviet Medical Committee, explained that the first five-year 
plan in Russia aimed at increasing the content of health ser- 
vices, the second concentrated on quality, and the third on the 
development of such services throughout the Union. He gave 
the following figures of this development: 


Budget for Public 
Qualified Doctors — 
: A . pital Beds Health (Millions 
in Soviet Union of Roubles) 
20,000 176,000 130 
1928 i ea 63,000 246,000 660 
1940 - 6a 120,000 840,000 10,300 


The service was free. As the bulk of Russian industry was 
State-owned, it was possible to finance health and other cultural 
services out of a proportion deducted from turnover in the big 
State enterprises. It was a unified service, with maximum co- 
ordination and a very large degree of central planning in 
accordance with the local needs and also the State budget. 
Preventive and curative services were not separated, and the 
aim was positive health rather than the patching up of failures. 
Health being everybody’s business, and not that of doctors and 
nurses only, each factory, .institution, school, or other com- 
munity had its health committee, which planned the sort of 
things that must be done. The basic unit of service was the 
clinic or factory health station, which served either an industry 
or an area, and consisted of a team of doctors with specialists 
of various kinds, including pathologists and physiotherapists. 


China’s Medical Advance 

Describing China’s health services, Dr. G. H. Hsing Woo of 
Shanghai University said the National Health Administration— 
the headquarters of the central health services—comprised a field 
health station, a public health personnel training institute for 
supplying teaching staff for the provincial schools, a central 
hospital, a national epidemic prevention bureau, and highway 
health stations, which were established along the roads rapidly 
developing in the interior of China and serving a shifting popu- 


lation of road-makers and others. Each station was able 
to undertake the medical and sanitary care of a length of 
country extending for 100 kilometres. The provincial health 
services, under the provincial Governments, also had their sub- 
ordinate technical departments. The county health service was 
the rural unit, consisting of a health centre in the capital of the 
county, with clinic, diagnostic laboratory, and hospital of 50 to 
100 beds, together with such services as maternity and child 
welfare. In each of the rural districts which made up the 
county there was a health station, and in every market town 
with a population of over 5,000 a substation. Out of the 
108 colleges and universities which China had before the war, 
91 were now enemy-occupied or damaged, but four centres of 
medical teaching had been set up where many of the medicai 
faculties from the occupied regions had pooled their resources 
in teaching staff and laboratory equipment. The Medical 
Research Council in Great Britain was now investigating a 
recent report from Chinese research workers about an efficient 
substitute for quinine extracted from the root of a common 
plant in Yunnan. Under the joint antimalarial commission 
organized in 1939 antimalarial corps and an institute for 
malarial research had been established. Except in the areas 
under Japanese occupation China to-day was free almost 
entirely from the opium evil, but the Japanese were deliberately 
waging a “narcotic war” in order to destroy morale. 

Three speakers from the American continent addressed the 
Conference—Dr. Achsa Bean of Rochester University, N.Y., 
Col. J. A. Macfarlane, surgical consultant with the Canadian 
Forces, and Prof. Arthur Newell, chairman of the American 
Outpost in Great Britain. 


PROGRESS OF CANCER RESEARCH 


At the beginning of the war, believing that cancer research 
would have to be restricted, the British Empire Cancer Campaign 
placed its appeal organization at the disposal of one of the war 
charities. But cancer research has still proceeded in many 
laboratories ; no important investigation has been abandoned 
or seriously curtailed; indeed, the study has become more 
complicated and the reports of it more abstruse and technical. 
Therefore the Campaign has felt the necessity of making an 
immediate appeal for further funds, and the war charity has 
handed the appeal organization back to the Campaign. 

The eighteenth annual report, again under the editorship of 
Mr. J. P. Lockhart-Mummery, is of pre-war standard in bulk 
and detail, and includes reports of work at about two dozen 
centres in this country and a dozen more in the Dominions. 


Studies in Carcinogenesis 

British laboratories have led the way in the study of cancer- 
producing and cancer-inhibiting substances, and several additions 
are made to this work in the present report. Investigations have 
been going on into the carcinogenic activity of a large number 
of new synthetic compounds. For example, in the Chester 
Beatty Research Institute of the Cancer Hospital research has 
been undertaken on 70 compounds, mostly new chemical sub- 
stances specially synthesized for the purpose. The results 
support the view that there is an association between molecular 
structure and carcinogenic action. In the same laboratories an 
attempt has been made to determine the occurrence of carcino- 
genic factors in the body, and 17 sarcomas have been obtained 
in mice by subcutaneous injection of extracts of human liver 
obtained from cases of cancer in Europeans and from cases of 
cancer and of other conditions in Bantu. Efforts are being made 
to identify the active constituent of these extracts, and although 
the results so far obtained are difficult to interpret they form 
an encouraging basis for further work. 


The- possibility that wood smoke. much used for food 
preservation, might contain carcinogenically active compounds 
has been investigated in the cancer research laboratory at 
Newcastle-upon-Tyne, but the results seem to show no cancer- 
producing action. Further investigations have been carried 
out at the Oxford University research centre of the Campaign 
on the striking augmentation of carcinogenesis which occurs 
when croton oil acts on mouse skin in conjunction with a dilute 
solution of benzpyrene, and this co-carcinogenic effect has been 
traced to croton resin, a constituent of croton oil. It has also 


AP 


been 
carcin 
into | 
about 
have 
In 
and 
chem 
possi 
thera 
interé 
direc 
value 
com} 
conn 
Cam 
upor 
and 
amic 
divic 
TI 
Car 
in L 
reco 
mitt 
the 
tom 
tion 
the 
of | 
que 
is 
sins 
whe 


of 


anc 
age 
fur 
the 
the 
Th 
(at 
pai 
_ ke 
no 
otl 
M 
irt 
40 
th 
hi 
ar 
th 
qt 
ra 
WwW 
di 
ul 
bi 
st 
| el 
C 


RNAL 


s able 
sth of 
health 
r sub- 
Was 
of the 
to 
child 
Pp the 
town 
f the 
War, 
es of 
>dicai 
urces 
»dical 
ng a 
icient 
mon 
ssion 
for 
areas 
most 
ately 


the 
dian 
ican 


AprRIL 25, 1942 


PROGRESS OF CANCER RESEARCH 


been shown that croton resin, and possibly other non- 
carcinogenic skin irritants, are able to convert a pre-neoplastic 
into a neoplastic lesion. The fact that this can be brought 
about by substances which are not themselves carcinogenic may 
have important clinical implications. 

In pursuing the relation between growth-inhibitory activity 
and carcinogenicity in certain of the hydrocarbons and other 
chemical substances, increasing attention is being paid to the 
possibilities of this correlation as a rational approach to chemo- 
therapy. From several laboratories come reports of highly 
interesting chemotherapeutic studies. Although not related 
directly to the chemotherapy of cancer, some experiments of 
value have been carried out on the effects of sulphonamide 
compounds on tissue cultures ; the results are of importance in 
connexion with cell growth. At the Physiological Laboratory, 
Cambridge, it has been found that sulphapyridine has no effect 
upon fibroblasts in vitro; sulphathiazole inhibits cell division 
and migration, but does not wholly suppress it, and sulphanil- 
amide can cause a complete cessation of activity for as long as 
eighteen hours, during which the cells are motionless and do not 


ones. Clinical Research 

The work of the Clinical Cancer Research Committee of the 
Campaign in registering and following up the cancer cases scen 
in London hospitals has been continued, and now 15,000 case 
records are on that committee's register. This year the com- 
mittee has chosen uterine cancer cases for detailed study, and 
the tabulations have brought out the nature of the first symp- 
toms, the delay in seeking medical advice, the clinical classifica- 
tion on admission to hospital, and so on. Dr. Percy Stocks of 
the General Register Office reports on the statistical significance 
of these returns, and one or two of his conclusions may be 
quoted here. One is that liability to cancer of the cervix uteri 
is greater at every age among married and widowed than among 
single women, and especially between the ages of 45 and 65, 
when it is about seven times as great, whereas liability to cancer 
of the corpus uteri is somewhat less among married women 
and widowed than among single women, at any rate between the 
ages of 35 and 65. Another finding (based on the particulars 
furnished in between 800 and 900 cases) is that only 26% of 
the patients consulted a doctor within the first month of noticing 
the first symptom, and only 45% within the first three months. 
The doctors who were consulted made an examination promptly 
(at the first consultation in 75% of the cases), and referred the 
patient to hospital at once. In only 32 cases was the patient 
kept under observation for doubtful diagnosis, and there was 
not necessarily an error in diagnosis in all the 23 cases in which 
other forms of treatment were advised. 


Irradiation of Malignant Tissues 

Further evidence has been brought forward by workers at 
Mount Vernon that the reaction of normal tissues following 
irradiation by surface dosage rates of the order of 300 to 
400 r/min. is less intense than the reaction produced by the 
same quantity and quality of radiation given at a dosage rate of 
the order of 20 r/min. The reactions of malignant tissue to 
high-intensity radiation appear to take place at an earlier date 
and to result in a*greater degree of damage to malignant cells 
than those produced at lower dosage rates. 

The enforced use of radon in place of radium has raised the 
question whether the same physical dose of gamma rays from 
radium and radon sources has the same biological effect. From 
work at the Middlesex and the Madame Curie Hospitals no 
differences have been observed, experimentally or clinically, 
under comparable conditions. 

Finally, at St. Bartholomew’s, clinical and physical work has 
been continued on the million-volt x-ray apparatus, but not 
sufficient numbers have yet been treated nor has anything like 
enough time elapsed to make statistical analysis of any value. 
One marked difference between treatment with 200,000-volt 
apparatus and with the million-volt in carcinoma of the rectum 
is that at the lower voltage even temporary disappearance of the 
growth was rarely observed, whereas with the million volts this 
has occurred in 11 out of the 25 primary cases treated, and in 
2 of the 10 recurrent cases. There is no doubt that the million- 
volt apparatus has increased the possibilities of success in the 
radiotherapy of cancer, and so far there has been no case in 
which it could be said that treatment at 200,000 volts might 
have been better than at the higher voltage. 


RESTRICTIONS ON CONVALESCENCE 
Coastal Areas of Eastern and S.E. England 


The Ministry of Home Security would be grateful for the co- 
operation of the medical profession in connexion with the 
restrictions which have been placed by directions made by the 
Regional Commissioners under the Defence Regulations on 
visits to the coastal areas of Eastern and South-Eastern England. 

In addition to pleasure visits, these restrictions apply to visits 
for the purpose of treatment or convalescence during or after 
illness, except as a patient under arrangements made under the 
Emergency Hospital Scheme or as a tuberculous patient at a 
sanatorium. Visits to all other convalescent homes, nursing 
homes, and other medical institutions in the area concerned 
are prohibited by the ban. Subject to the above exceptions 
doctors should not recommend their patients to undergo con- 
valescence or treatment in the areas subject to the visitors ban. 

The areas in which these restrictions at present apply are as 
follows: 

(a) A coastal strip approximately five miles deep stretching from 
King’s Lynn to the Thames; (5) the whole of Kent, except (i) those 
parts of the county which are within the Metropolitan Police Distric 
(ii) the urban district of Orpington, and (iii) the rural districts o 
Sevenoaks and Tonbridge; (c) the coastal areas of Sussex from the 
Kentish border to Littlehampton, and extending northwards to 
include the rural districts of Battle, Hailsham, 4 Arcevia and 
Chailey ; (d) the Isle of Wight. 


It will be observed that in the South of England the coastal 
strip extends westwards as-far as Littlehampton ; thus it includes 
Brighton but not Bognor Regis. 


DISMISSAL OF A COUNTY MEDICAL OFFICER 


After an inquiry lasting nine days, during which 30 witnesses 
were examined, an application by the Northumberland County 
Council to the Ministry of Health for sanction to terminate the 
appointment of Dr. John Walker as county medical officer has 
been granted. The Ministry stated in its letter announcing its 
decision that “ while the charges against Dr. Walker have not 
in every case been established, the doctor had been shown to 
have been seriously at fault in the administration of his office.” 

The inquiry was conducted by Mr. Gerard R. Hill, with the 
assistance of Dr. F. J. H. Coutts. The Northumberland County 
Council was represented by Mr. C. B. Fenwick and Mr. E. G. 
Sykes, and the respondent by Mr. A. H. Pereira, instructed by 
the solicitors to the London and Counties Medical Protection 
Society. 

The inquiry terminated on Jan. 29, and the decision of the 
Ministry giving sanction to dismiss Dr. Walker was made 
known on April 9. 


Reports of Societies 


INJURIES OF NOSE AND THROAT 


At a meeting of the Section of Laryngology of the Royal Society 
of Medicine on March 6, with Mr. E. D. D. Davis in the chair, 
Mr. V. E. NeGus opened a discussion on injuries of the nose 
and throat. He dealt with fracture of the nose particularly in 
relation to the treatment of haematoma of the septum and the 
maintenance of asepsis. A splint made of about eight layers of 
rubber gauze coated with collodion was a convenient means 
of holding the fractured nose in position. A simple fracture of 
the anterior wall of the maxillary sinus was often best left 
alone, but not of the frontal sinus. The necessity in either case 
was the avoidance of infection. Combined fractures offered 
greater difficulties. If a combined fracture of the maxillary, 
ethmoidal, and frontal sinuses were seen in its early stages it 
might be possible to remove fractured pieces of bone and 
foreign bodies and excise skin edges and, if there was no gross 
infection, to close the wound, applying a sulphonamide powder 
as a precaution. If, however, the wound was infected treatment 
should be divided into two stages, the first stage being the 
removal of macerated skin edges (sparingly) and detached 
fragments of bone and foreign bodies, but without any extensive 
bone work. If the anterior walls of the frontal sinus or even 
of the maxillary sinus were removed in part or whole during 
the stage of infection there would be danger of osteomyelitis 
and intracranial complications, so that it was wise to do the least 
possible in the earlier stage, and later on—meaning by “ later ™ 
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an interval of at least two weeks—to carry out a more extensive 
operation. 

Injuries of the larynx were seldom seen, at least among 
patients who reached hospital. Indirect effects on the innerva- 
tion of the larynx were due to bruising or pressure of a 
haematoma on the vagus nerve. Another type of injury was 
due to a direct blow or fall on the larynx, causing sometimes 
complete stenosis. The immediate treatment was the insertion 
of a tracheotomy tube, and the subsequent treatment consisted 
of splitting the larynx in the mid-line, separation of the adherent 
surfaces, and insertion of rubber tubing covered with skin 
graft, fixed in place with silver wire. In some cases it might 
be necessary to split the larynx or trachea, incise the scar tissue, 
and turn in skin flaps to join the lumen and afterwards to 
close them and re-form the lumen. The dangers of the 
laryngeal wound were from haemorrhage, which required 
control, and from asphyxia, which required the insertion of a 
tracheotomy tube. 


The Plastic Surgeon’s Contribution 
- Mr. T. Pomrret KILNeR, observing that the plastic surgeon's 


contribution must be “ pictorial,” proceeded to show a number 


of “before and after” photographs to illustrate fractures of 
the nose and of related facial bones. 


Service Experience 

Major H. M. GranaoM said that the most frequent fracture of 
the nose seen in the Army was a depressed fracture of the nasal 
bone, and deviation of the septum was the most common of 
the indirect fractures. Surgeon Captain S. C. SuGGit described 
his treatment of a number of cases, including one of injury 
following a severe blow on the jaw which he saw three days 
after its infliction. The degree of comminution was so extreme 
that with one finger on the cheek and one inside the antrum the 
face could be moved in any desired direction. Wing Commander 
J. F. Simpson spoke of the importance of the assistance of an 
ophthalmic surgeon in cases in which the inner wall of the orbit 
was involved. In some of these cases where no external 
deformity was to be seen small flakes of bone in the inner 
wall of the orbit compressing the lacrimal-nasal duct had been 
found, and an anastomosis had been done, almost always with 
good results. 

Need for Early Treatment 

Mr. E. D. D. Davis said that he saw many of these injuries 
in their early stages in the last war, and he was convinced that 
the cases should be treated by operative and other measures 
within the first twelve hours—that is to say, the condition should 
be restored to normal as far as possible, not forgetting the 
skeletal layer underneath and also the mucous membrane. In 
restoring the maxilla the help of the dental surgeon should be 
enlisted. In fractures of the nose it was frequently found that 
one nasal bone was driven inwards and the other nasal bone 
outwards, and the replacement of the nasal bone driven out- 
wards was forgotten. 

Mr. D. F. A. Nettson asked for guidance in the cases in 
which boys were injured about the face on the playing field, 
when it was extremely difficult to answer anxious parents who 
wanted to know whether there would be any permanent defor- 
mity. He also mentioned that an infected antrum after trauma 
seemed to do very much better after operation than any sinus 
trouble caused by ordinary nasal infection. Mr. J. H. Orry 
said that in early cases it had been found surprisingly simple 
to reduce fractures of the malar and maxillary region through 
the Caldwell-Luc approach. Mr. W. G. Scott-Brown said 
with regard to adhesions that it had been found of the greatest 
advantage in getting grafts taken to the septum to have wire 
frames on which the stent could be built up rather than to put 
in the stent moulds. 

Mr. KILNER, replying, said that in the treatment of soft tissues 
about the nose not only must adhesions be divided but new 
skin must be supplied, and the secret of success was in getting 
sufficient surface to be left when the adhesion was divided. 
As for boys whose noses were swollen and possibly broken 
after a rugger match injury, either fracture or displacement 
might be demonstrated by x rays. which was usually conclusive 
evidence, or the case might be left for four or five days until 
the swelling had gone down, and by that time, if there was a 
fracture or deviation requiring correction, this could be carried 


out. One point which had come out clearly in the discussion 
was the necessity for establishing intranasal drainage of the 
antrum in cases in which it had been opened by the Caldwell- 
Luc approach. He had also been asked about the method to 
be adopted in loss of ear tissue. In total loss of ear in an adult 
he was always inclined to recommend a prosthesis. He had 
never been convinced of the value of a series of operations for 
making grafts of cartilage, only to obtain a result which looked 
more like a cauliflower than an ear. In the case of a child, 
however, one might be justified in spending months, or even 
years, in producing something like an ear, and a good deal of 
work had been done recently on the use of maternal ear 
cartilage graft for that purpose. 


PATHOLOGICAL POT-POURRI 


About 60 members and guests attended a meeting of the Asso- 
ciation of Clinical Pathologists at the School of Pathology, 
Oxford, on January 2. The following is a short summary of 
some of the contributions. 


Dr. J. N. CuminGs, describing chemical changes in the blood in 
head injuries, said that among 39 patients with different degrees 
of trauma one showed an increase in blood urea to over 400 mg. 
per 100 c.cm. and another to 172 mg., while 5 healthy young 
subjects showed only a slight increase—between 43 and 60 mg. 
The increase in plasma inorganic phosphate occurred in those 
more severely injured, the highest figure obtained being.7.6 mg. 
In the kidney from one of the cases of uraemia red blood cells 
and blood pigment were found in a number of the tubules, and 
pigment in some of the epithelial cells of the tubules suggestive 
of blood pigment; there was no abnormality of glomeruli, 
vessels, or stroma. Dr. C. E. Dukes stated that the only Gram- 
negative bacilli commonly found in the urine which would 
strongly ferment urea were strains of proteus. During the past 
seven years he had tested many hundreds of cultures of proteus. 
and the test had been valid. Nutrient broth containing 1% urea 
was inoculated with the suspected culture overnight. When 
next morning a few drops of 25% sulphuric acid were added, the 
ammonium carbonate produced by the splitting of the urea was 
decomposed and brisk bubbling occurred. The test had also 
proved of value for identifying staphylococci present in calculous 
disease of the urinary tract. If they gave a positive reaction in 
the urea broth they were liable, if persisting despite medical 
treatment, to favour the formation of further phosphatic 
calculi. Diphtheroids and some staphylococci of no patho- 
logical importance might cause a slight degree of bubbling. 
but this was rare. 

Dr. R. G. MACFaRLaNne described membranes of human fibrin 
which could be applied to burns or scalds by means of plasma 
allowed to clot beneath the film; these membranes formed a 
physiological occlusive dressing. In favourable cases the mem- 
brane dried into a firm translucent scab and epithelization took 
place below it. To make the membranes citrated plasma was 
clotted with calcium chloride and Russell viper venom in a 
level dish. The membranes could be sterilized by heat and 
might be kept for months if frozen solid. 

Dr. A. H. T. Rops-SMitH demonstrated slides of sputum from 
cases of fat embolism. These films were made at least 36 hours 
after the onset of pulmonary symptoms, and showed extra- 
vascular granules from 10 to 40 » in size, the number increasing 
in serial daily films for some days. The sputum film was stained 
with Sudan IV solution and counterstained with haematoxylin. 
differentiated with acid alcohol if necessary, and mounted in 
glycerin jelly. Dr. NaBarro described alarming and almost 
fatal anaphylaxis within half an hour of the intradermal injec- 
tion of 0.05 c.cm. of mixed antigen into an asthmatic patient 
with a bad family history. Many doses of adrenaline and 
oxygen inhalation were necessary to save the patient. 


According to the Boletin de la Oficina Sanitaria Panamericana, 
the number of doctors in the different Latin-American countries is 
as follows: Argentina 11,900, Bolivia 1,058, Brazil 25,000, Chile 
2,061, Colombia 1,000, Costa Rica 170, Cuba 3,100, Dominican 
Republic 350, Ecuador between 500 and 600, El Salvador 200, 
Guatemala 500, Haiti 252, Honduras 130, Mexico between 13,000 and 
15,000, Nicaragua 240, Panama 175, Paraguay 150, Peru 1,200, Puerto 
Rico 325, Uruguay 1,500, and Venezuela 1,200. 
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Correspondence 


Detection of Tuberculosis 

Sir,—Dr. G. Jessel’s comprehensive letter on the above sub- 
ject (April 11, p. 477) makes reference to the manifesto of the 
N.A.P.T., and some points in his criticism require a reply. 

1. This manifesto was intended chiefly for those interested 
in tuberculosis but without a professional and intimate know- 
ledge. Editorial space nowadays is limited, and statements had 
to be brief and more curtailed than would have been the case 
in a memorandum intended solely for doctors. Nevertheless, 
we do not think there is any inaccuracy in the manifesto, and 
it has elicited a very large volume of interest and correspon- 
dence from doctors, councillors, local authorities, trade union 
officials, and others throughout the country. 

2. It would be generally agreed that active pulmonary tuber- 
culosis will be found almost invariably associated with some 
form of constitutional disturbance, if the clinician can have his 
patient under continuous observation. But that is very different 
from saying that these very early changes always give warning to 
the patient. Every day we see tragedies where the symptoms 
are so slight or transient that they are mistaken or ignored. 

3. We have not claimed that x-ray examination of the chest 
alone must infallibly detect pulmonary tuberculosis, nor do we 
think that mass radiography per se is a final solution to the 
problem of early diagnosis. But a miniature photograph should 
lead in all doubtful cases to a more complete examination with 
a larger film, and this shouid go hand in hand with a full 
clinical overhaul. Radiology of healthy people should be a 
signpost leading us to more intensive methods in those who 
require it. 

4. We regard re-examination at regular intervals and careful 
comparison of the films as highly important. Once again, this 
will not achieve results unless it goes with a careful clinical 
examination, but we would not accept mere observation or 
study of body weight as conclusive, as Dr. Jessel seems to 
suggest. 

5. Most of us would agree with Dr. Jessel that further 
research is necessary not only to determine the type of appara- 
tus best suited for this work but also to classify further the 
types of early lesion which present no symptoms and consti- 
tute a very important section of the potential tuberculous 
population. 

We regard the wise extension of the use of x rays as the 
most modern and effective method of adv#hce in finding pul- 
monary tuberculosis at an early and curable stage, but x rays. 
of course, do not replace other clinical and administrative 
methods. The volume of letters the National Association for 
the Prevention of Tuberculosis has received from all parts 
of the country shows that many laymen are vitally interested in 
the whole matter, and have penetrated to the centre of the 
problem more deeply than some medical men. In a disease 
like pulmonary tuberculosis, which is increasing under war 
conditions, we cannot afford to be complacent. The main inten- 
tion of the manifesto was educational, and the results suggest 
that it is achieving our aim.—We are, etc., 

Percival H.-S.-HARTLEY. F. R. G. Hear. 
R. A. YOUNG. R. C. WINGFIELD. 


Sin,—The correspondence and writings on this subject seem 
inexhaustible. Doubtless there are many aspects of the matter, 
and many points of view, but surely the things of fundamental 
importance are, first, to detect active pulmonary tuberculosis, 
and, secondly, to prevent its spread. The continued survival 
of the individual consumptive is not so much a matter of 
concern to a nation struggling for its existence, but to prevent 
this individual becoming a centre of infection to many others 
is of the utmost concern. It may be, and probably, alas! will 
be, impossible to find institutional accommodation for every 
case of pulmonary tuberculosis already diagnosed or disclosed 
by careful examination of the community, but it will be pos- 
sible to remove an individual coughing out millions of bacilli 
in droplets from the crowded conditions of the submarine, the 
destroyer, the Army hut, the workshop, the shelter, and, as 
regards the home, careful instructions could be given, for | 
would deprecate ruthless segregation. 


Though more difficult than the prevention of the spread of 
typhoid, tuberculosis is nevertheless a bacterial infection which, 
when recognized, can be put under some measure of control. 
This can be done very largely by education. Miniature radio- 
graphy may have defects, but it is better than nothing; no 
diagnosis should be made on the miniature radiograph, but 
doubtful cases should be further investigated. The chief, and 
perhaps the only, necessary investigation is the examination of 
the sputum. If this is not positive, then the individual is not 
infectious to others, and this at the moment is the most im- 
portant issue. The time has come when everyone with a per- 
sistent cough and sputum should have a bacteriological exam- 
ination of the sputum. The need for practical measures is 
urgent. I should have thought that all minor divergences of 
opinion could be submerged into the greater issues, and that 
there could be no question but that mass radiography should 
be employed, and bacteriological examination of the sputum 
made in every suspicious case, the suspicion being aroused by 
the symptoms above mentioned.—I am, etc., 

London, N.W.1. F. G. CHANDLER. 


Sir,-—The discussion on the detection of early pulmonary 
tuberculosis is becoming somewhat lengthy, and & good many 
references are being made to the fact that the condition is 
frequently symptomless in the earlier stages, which, unfortu- 
nately, are precisely the stages at which the condition is most 
likely to be amenable to treatment. I am glad to note that 
Dr. Jessel calls attention (April 11, p. 477) to the fallacy of 
this attitude. In a paper published nearly five years ago (Lancet. 
1937, 1, 186) I analysed a group of 340 patients in whom the 
diagnosis of pulmenary tuberculosis had been made. It was 
found that the average duration of symptoms which preceded 
the diagnosis was 1.08 years. 

The explanation of this misconception of the early symp- 
tomatology of pulmonary tuberculosis lies in the fact that the 
early symptoms are often not referable to the respiratory tract. 
They are, in fact, common to a great variety of diseases which 
produce “ toxaemia.” Undue fatigue, dyspepsia, anaemia, may 
precede the more conclusive symptoms by many months. Any 
vague complaint of this sort should be regarded as extremely 
suggestive, and the possibility of tuberculous infection should 
always be kept in mind whenever a patient appears to be out 
of health, even although there may be nothing to suggest the 
presence of disease in the respiratory tract.—I am, etc., 

London, W.1. JAMES MAXWELL. 


Mass Radiography 

Sir,—With reference to recent letters in your correspondence 
columns about mass radiography in the campaign against tuber- 
culosis, I feel that one apparent limitation of this method 
cannot be too strongly emphasized. I think it is the consensus 
of opinion that chronic active pulmonary tuberculosis is not 
commonly a disease which comes on over a period of years 
and gradually increases, but usually comes on over a matter 
of months, and appears to extend in waves of activity separated 
by periods of relative quiescence. These waves occur at shorter 
or longer intervals. 

In examination of tuberculous contacts it frequently happens 
that repeated x-ray examination of the chest shows no active 
disease, yet that same contact at a later date, after becoming 
less careful about regular attendance, reappears with symptoms. 
X-ray examination, then, may show quite extensive active 
disease in the lungs. 

Any mass radiographic survey of a section of the popula- 
tion sufficiently large would in all probability keep showing 
fresh cases of minimai active tuberculosis if repeated. say, every 
three months. One survey would thus bring to light many 
cases which would undoubtedly benefit from their early diag- 
nosis, but for this to be of great value to the general population 
surveys would have to be repeated at such short intervals that 
the method would be impracticable. Mass radiography of 
children leaving school would appear, in view of their age 
group and the comparative rarity of active pulmonary tubercle 
at that age, to be without value in public health. It will thus 
be seen that much work remains to be done before the values 
end limitations of this method can be asséssed, and before it 
can be confidently advocated as a routine public health measure. 
—I am, etc., 


Trowbridgc. JOHN S. HARPER. 
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Standard of Chest Radiography 

Sir,—I was very pleased to see the letter on the above 
subject by Dr. Rohan Williams (March 28, p. 422), and I agree 
entirely with his remarks. Dr. Williams hits the nail on the 
head when he remarks that in many clinics there is a lack of 
appreciation of what a high-quality film should be like. What 
he does not mention is that a number of what otherwise 
would be good films are spoiled in the dark-room owing to 
faulty technique. It is my firm opinion that for the best radio- 
graphy of the chest special apparatus is required. Supported 
by an enlightened health committee and medical officer of 
health, | was granted permission to order the best obtainable. 
Consequently, | drew up a specification for a four-valve trans- 
former set with special rectifying valves and a stand originally 
designed by the Welsh National Memorial Association, but 
fitted with.a rotating anode x-ray tube. I work with an output 
of 250 mA at a distance of five feet and exposures of 1/15 
sec. with the most careful dark-room technique. The results 
have been magnificent and well worth the expense. This 
apparatus is used solely for chest work, and for the other work 
of the department a first-class two-valve set with a combined 
screening stand and couch was obtained and fitted with a twin- 
focus oil-cooled x-ray tube of 3 kV and 10 kV. The fine focus 
is used for small-bone work and the broad focus for all other 
purposes, including x-ray examination of pregnant women, 
which has been a real help to the maternity and child welfare 
department. 

I have long since trained a very intelligent nurse for the 
work, and she daily turns out films of the highest quality, com- 
paring most favourably with the work turned out by the special 
chest hospitals at home and abroad. A superb technical stan- 
dard is indispensable for the diagnosis of early lesions, but 
also for determining the correct time when an artificial pneumo- 
thorax may be safely terminated. 

Unfortunately, the Ministry of Health, whose permission has 
to be obtained for the spending of money by local authorities 
io provide x-ray apparatus, has been badly advised that a 
* small single-valve plant is adequate for the purpose of a tuber- 
culosis dispensary. This is quite wrong, and in my own case I 
had to go to London and practically go down on my knees to 
obtain permission for the installation of what I considered was 
adequate for my purposes. It may be partly this difficulty 
which accounts for the unsuitable installations of which Dr. 
Williams writes. 

Out of many thousands of suspected chest cases x-rayed at 
my clinic during the past ten years large numbers were at once 
discharged as non-tuberculous, and out of these only two 
patients have since returned with definite tuberculous lesions— 
surely a proof of the value of high-class chest radiography. 

The N.A.P.T. are to be congratulated on their circular, but 
it contains a counsel of perfection. Before such a scheme 
becomes practicable a large number of medical men will be 
required who have had adequate training in the diagnosis of 
chest films, as there are so many pitfalls. After an experience 
of some fifteen thousand films, I am certain that the radiologist 
should have before him a careful history of any previous chest 
trouble from which the patient has suffered, as well as the 
present physical signs. It is quite unfair to put a chest film 
before a radiologist and expect him to give a definite diagnosis 
on the evidence in the films alone. 

I shall be delighted to demonstrate my x-ray outfit and films 
to anyone who may be interested.—I am, etc., 


E. N. RaMssottom, M.D., D.P.H., 
Senior Clinical Tuberculosis Officer, Salford. 


Bacteriological Standards in the Investigation of 
Enteric Convalescents 

Sirn,—The case of typhoid cholecystitis described by Dr. 
D. C. Logan (Feb. 14, p. 222) is of great interest to clinical 
pathologists working on detection of enteric fever carriers. The 
recent introduction of the Vi agglutination test justified the hope 
that a reduction might be made in the number of stool and urine 
examinations required to be carried out before concluding a 
carrier state to be absent. Dr. Logan’s report is disturbing to 
our complacency with regard to the efficiency of the Vi agglu- 
tination test in that there was no reaction to the Vi antigen in 
his case. I write to inquire what dilutions of the patient's 


serum were set up in this case and what were the reactions to 
typhoid O and typhoid H antigens during the carrier phase. 
Felix (Lancet, 1938, 2, 738) showed that many declared chronic 
carriers only gave Vi agglutinin titres up to 1 in 5 dilution of 
serum, a commencing dilution now usually adopted in this 
country for detection of the Vi agglutinin. 

The fact that the stools and urine of the case described by 
Dr. Logan were proved to be negative when examined on three 
separate occasions after the acute illness confirms the belief 
that examinations of dejecta may be no more reliable than 
agglutination tests. The point on which guidance is required 
is, What is the most reliable method which can be applied to 
large numbers of people with the greatest hope of success? In 
endeavouring to answer this question it must be remembered 
that when large numbers of workmen are being examined it is 
necessary to rely upon them to supply specimens of their 
dejecta. With increasing knowledge of the implication of the 
test there is litthe doubt that those who have suffered from 
enteric fever would be tempted to substitute specimens from 
a healthy member of the family. This practice is widespread 
in India. 

There is considerable justification for the recommendation 
made in the Ministry of Health Memo 221 even before the 
introduction of the Vi test—namely, that “every rew man 
proposed to be employed on any part of the works where there 
is risk of his contaminating the water should be examined by 
means of a Widal test of his blood in order to ascertain whether 
or not he is likely to be a typhoid carrier. If a positive result 
is obtained which is not attributable to preventive inoculation 
he should not be employed unless bacteriological examination 
of his excreta on at least three occasions shows negative results 
as regards the presence of pathogenic bacteria.” The Ministry 
advises the setting up of the serum at a commencing dilution of 
1 in 15 for the O and H antigens. The ordinary Widal test, 
however, has certain disadvantages when used for carrier detec- 
tion; most persons inoculated with T.A.B. vaccine retain 
variable amounts of agglutinins in their blood for considerable 
periods of time, and there are many cases on record of chronic 


“carriers with no typhoid O and H agglutinins in their sera. 
Experiences of the Vi agglutination test up to the present © 


show that a positive result may do no more than indicate that 
further examinations are necessary, and that a negative result 
may not be conclusive evidence of the absence of the carrier 
state. If, however, reaction in 1 in 5 dilution of serum is 
accepted as a positive result, there may be less likelihood of 
missing the intermittent carrier by this test than by any one 
of the other methads available.—I am, etc., 
Metropolitan Water Board, E.C.1. E. F. W. MACKENZIE. 
*.* We are informed that Dr. Logan is now over-seas with 
H.M. Forces, and will be unable to reply to Col. Mackenzie's 
letter for some considerable time.—Ep., B.M_J. 


Immunization agairst Diphtheria 

Sir— The Schick conversion rate of 97.8% obtained by 
Fulton and colleagues (March 7, p. 315) affords strong support 
for the dosage of A.P.T. recommended by the Ministry of 
Health—i.e., 0.1 c.cm. and 0.3 c.cm. at not less than four 
weeks’ interval. This dosage has been used in the Heston and 
Isleworth clinics, and also a reversal of the dosage so as to 
give a stronger initial antigenic stimulus, with the results shown 
below: 


0-1 c.cm. and 0-3 ¢.cm. 0-3 c.cm. and 0-1 c.cm. 
Age Rendered Rendered 
Inoculated |Schick-negative Inoculated -hick-negative 
0 13 12 9 & 
1 75 64 65 62 
2 52 47 36 31 
8 | | # 
5 52 36 39 26 
6 26 15 19 15 
9 14 8 8 4 
10 15 8 11 8 
il 8 6 5 4 
12 10 5 3 2 
13 3 2 
14 1 1 
Schick-conversion rate .. 73-8°4 82-6% 
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The A.P.T. used for these inoculations was supplied by the 
Ministry of Health through the E.M.S. laboratory service, and 
was the product of one American and two British manufac- 
turers. Schick tests were done three months after the second 
dose, and it was soon revealed that one British A.P.T. was 
practically inert. The remainder of our stock was returned to 
the E.M.S. laboratory with a request that no further supplies 
of that make should be issued, and for all subsequent inocula- 
tions the American and the other British product were used. 

For 12 years all children attending here for immunization 
have been submitted to anterior and posterior Schick tests, and 
approximately 10,000 children have been immunized. Many 
brands of T.A.M. and A.P.T. have been used in varying doses 
and with varying intervals between doses. Apart from one- 
shot 0.5 c.cm. A.P.T. which gave a 75.0% Schick-conversion 
rate, no Schick-conversion rate lower than 90% had been 
obtained till the A.P.T. supplied by the Ministry of Health was 
used in the dosage recommended by the Ministry. 

The results recorded above support Dr. Guy Bousfield’s 
criticisms (April 4, p. 449). 
A.P.T. as supplied to date by the Ministry of Health and in the 
recommended dosage should be described as “ inoculated” 
against diphtheria, and the term “immunized” should be 
restricted to children in whom a posterior Schick test has proved 
the reliability of the antigen.—I am, etc., 


A. ANDERSON, 
Medical Officer of Health. 
Borough of Heston and Isleworth. 


Tampons in Menstruation 

Sir,—I desire to express my concurrence in the anxiety 
expressed by Dr. M. S. Brander (April 4, p. 452) over the 
increasing use of internal sanitary towels (tampons) by young 
and unmarried girls. Shopkeepers inform me that this type, 
and this type only, is now asked for by young girls about the 
ages of 11, 12, and 13 years, and by young women in general. 

Careful investigation indicates that certain undesirable effects 
result from the use of these products: (a) Septic infection due 
to forgetfulness or the belief that frequent changing is unneces- 
sary. (b) Contusion and soreness of the vaginal and labial 
mucosa due to forcible efforts at insertion. (c) Undesirable 
handling of the vulval area. Many young girls insert the 
tampons by the aid of a looking-glass. The psychological ill 
effects are obvious. (d) Use of the tampons by young unmarried 
girls as a preventive in conditions of promiscuous intercourse. 
(e) Stretching of the vagina and irritation of the cervical mucosa 
leading to an offensive discharge and to lack of satisfaction 
during intercourse. 

It would seem that there is ample indication for investigation 
into the possible ill effects from this method of menstrual 
hygiene.—I am, etc., 


Oldham. Mary G. Carpwe .t, M.D. 


Breech Delivery 

Sir,—I have been much interested in the letters on breech 
delivery by Mr. L. G. Higgins (March 21, p. 396) and Major 
D. C. Racker (Feb. 21, p. 273), and if many more doctors wrote 
similar letters they would all criticize each other’s methods, as 
naturally there must be a difference in their technique. The 
three important points are a living child, no damage or as little 
as possible to the perineum, and the suffering the mother has 
to go through. I have delivered many breech cases under full 
anaesthesia, but gave it up long ago and changed to partial 
anaesthesia only, as some bearing-down effort by the mother is 
a really important help towards the safe delivery of the child. 
{ have always found it useful if the patient is much wishing 
for chloroform to explain to her that she must not mind if she 
should feel something of the child coming out, as with deep 
anaesthesia she might lose the child. In these cases I allow a 
little chloroform at the proper time but not enough to stop the 
pains, and from the time the child’s buttocks begin to emerge 
no more is given, or only a very little. When a pain is on the 
mother is encouraged to bear down, and as the child comes out 
she is told to keep it up without stopping unless told to leave 
off. With my right hand keeping up firm pressure on the 
fundus there is less chance of the arms and head becoming 
extended. 

It is important to have as little delay as possible from the time 
the navel is seen to when the greater part of the chest is born, 


In my opinion children given — 


when the left hand is used to extricate the arms, while with the 
right hand the legs are seized to manceuvre the body into the 
right position for doing this ; immediately afterwards traction is 
made with the legs in the direction of the front of the mother’s 
chest, supporting the perineum with the left hand while the head 
emerges. I always deliver with the patient in the left lateral 
position, as one has much more control over the safety of the 
perineum. I have never hal a tear into the rectum with the 
after-coming head. 

I quite agree with Mr. Higgins that when the breech is at the 
vulva and no progress whatever takes place in half an hour it 
is not worth while waiting if good pains are present. In this 
case I bring down both legs under chloroform and wait till con- 
sciousness and pains reappear before extracting ; extended legs | - 
leave unless help is required from impaction. | have never done 
episiotomy either for a breech or a vertex, for a tear into the rec- 
tum cannot always be so imminent. I have attended over 5,000 
maternity cases and had only two cases of tear into the rectum ; 
in one of these the baby was born before my arrival ; the other 
case was a vertex.—I am, etc., ‘ 

Hove. E. MIsKIN. 


War Neurosis ard “ Scrimshankers ” 

Sir,—Maijor J. A. Hadfield’s article on war neurosis (Feb. 28 
and March 7) was full of interesting things, but to me, as a 
unit medical officer, the most interesting were his remarks on 
“ scrimshankers.” For the sake of being fair to the men and 
preserving one’s own reason in dealing with large morning sick 
parades it is mecessary to have some rough classification of 
scrimshankers and where they “shade off” intO the neuroses 
and the chronically unwell. For my own use | have the 
following. 

1. The man who habitually goes sick about the minor dis- 
comforts of which any human body is sensible—headaches, 
indigestion, “hangover” (not so called), “constipation,” 
“muscle strain” at P.T.—and is hoping to escape some 
unpleasant duty on the morning of reporting sick. He is easily 
dealt with when known. He may be more ambitious, and 
magnify and perpetuate his symptoms with the hope of being 
put into hospital or down-graded. The former kind is usually 
linked with a poor morale in the company concerned. 

2. The man who has an “inadequate personality.” He is 
introverted, usually stupid, unambitious, irresponsible, easily 
made tired, usually hypersensitive to all forms of pain, and 
abnormally aware of body sensation. His disability is a refuge 
from all unpleasant duties and an excuse for all shortcomings. 
He has usually had a soft job, or been unemployed for long 
periods, or been on and off the panel in civilian life. He is 
sunk in a kind of stupor of egoism, humourless, ignorant, and 
hostilely ignorant of the issues outside himself, of war, peace, 
religion, and morality in the world at large or in his own family. 
He fastens his terrible interest on some part of his body and 
translates every sensation from it into one of pain. He knows 
the exact date of any injury or illness but not the day's news. 
He has symptoms, but not so great as his complaints, and they 
are his excuse for his temperamental inability to make the 
psychic effort to shift his centre of interest from himself. He 
forms the hard, stubborn, irreducible core of chronic, mild, 
inefficient sickness. He obviously “shades off” into psycho- 
neurosis, and would be claimed, together with half the regular 
clientele of any hospital out-patient department, by many 
psychiatrists. It is difficult to know how to deal with these 
men. As Major Hadfield says, moral prejudice must not inter- 
fere. On the other hand, I am convinced that the prospect of 
escape aggravates the disability. Are these men to be treated 
with “firmness and encouragement,” with palliatives, or put 
together in colonies or labour battalions under specially selected 
and trained officers and medical officers? The lack of response 
of these men to palliatives, their insistence on the onerous 
nature of their duties, and the positive hostility to the idea of 
being cured are striking. 

3. These men are not scrimshankers at all, but they have no 
readily demonstrable physical disease. Like Group 2 they have 
symptoms, but, unlike Group 2, they can somehow integrate 
themselves into useful social beings. They are all types—the 
fragile, unrobust man, lacking a good coat of fat, easily getting 
chills and minor upsets ; the migrainous, intelligent man lack- 
ing physical stamina and an adequate alimentary tract; the 
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man with chronic ethmoidal or sphenoidal sinusitis, and so on. 
The ordinary examination of the system passes them as Al, 
and usually they want to remain A 1, but fatigue, strain, and 
exposure usually bring on their symptoms. Sometimes in addi- 
tion they develop an anxiety neurosis. It is not altogether sur- 
prising, for theirs is a hard life, and the flesh and the spirit are 
at war; and they are often acutely conscious of the lack of 
physical signs commensurate with their symptoms. 

What is the unit medical officer to do with Groups 2 and 3, 
who form, if not the largest, the most time-consuming, worry- 
ing, and sometimes pitiful, part of his sick parade?—I am, etc., 

P. S. THORNE, 
Capt.. R.AMC. 
Cardiac Massage 


Sirn,—Major Nicholson’s method of making a buttonhole to 
accommodate the thumb by incising the diaphragm in the middle 
line behind the xiphisternum (Journal, March 21, p. 385) is an 
idea which appeals to me. I am sure he believes that this 


should become a standard procedure in performing cardiac . 


massage, and after others Have tried it this may prove to be the 
case. 

His enthusiasm to emphasize the advantages of this button- 
hole is, perhaps, the reason which caused him repeatedly to 
misquote or misconstrue the meaning of my plea for earlier 
cardiac massage in the Journal of July 19, 1941. It is with 
sorrow that I gathered that he considers my instructions are 
likely to result in a dead patient in spite of a well planned 
and executed operation. It is particularly unfortunate that the 
operative procedure he infers that I perform as a routine is one 
that I advocate only after subdiaphragmatic cardiac massage 
and intracardiac injection of adrenaline have proved unavailing. 
| am thus criticized for lack of operative simplicity, whereas the 
method of cardiac massage I have practised and recommended 
is, in fact, less complicated than the one described by Major 
Nicholson. Instead of incising the diaphragm I have found 
that the left hand upon the chest wall gives adequate counter- 
pressure for performing efficient cardiac massage with the right 
hand beneath the diaphragm, except when the costal cartilages 
are ossified. All this is most clearly set out in my paper. In 
my four successful cases, and in about twelve others where the 
patient has survived for varying periods from a few hours to a 
week, this ultra-simple technique has been instrumental in 
restarting the heart's action. 

My plea was that this simple method should be started earlier ; 
if a proper plan is followed this can be achieved by a series of 
purposeful time-saving movements without the patient being 
subjected to the possible hazard of peritonitis, or even of a 
suppurating abdominal wall. The more elaborate procedure 
of incising the diaphragm, as anyone can see at a glance on 
looking at the table which accompanied my paper, is a last 
resort. Although I have used this last resort and have obtained 
a temporary resumption of cardiac activity thereby, it has never 
afforded me the satisfaction of even getting the patient back 
to bed with his heart beating. 

On one of Major Nicholson's criticisms I make a firm stand. 
It concerns the appointment of a timekeeper. I do not appoint 
“ timekeepers,” as Major Nicholson writes ; but as every oper- 
ating theatre team includes a junior nurse or an orderly, who 
is only too willing to do something to help in this unprecedented 
crisis, and as by their regulations they carry a watch, and by 
this appointment not a split second is wasted—the surgeon need 
not even cast his eye from his allotted ‘task—and as all who 
have experience of these worrying cases testify that our estima- 
tion of time becomes distorted, where is the objection to this 
appointment? Whatever are the merits or demerits of my 
revised plan of action, I do know that the value of including 
a timekeeper, which I advocated as long ago as 1927, is proven 
and appreciated, for surgeons from both sides of the Atlantic 
have told me so.—I am, etc., 

London, W.1. HAMILTON BAILEY. 


Vitamin P and Arsenobenzene Therapy 


Sir,—The statement made by Major S. M. Laird in his paper 
on thrombocytopenic purpura complicating arsenobenzene 
therapy (March 21) that “recent work . . . indicates that vita- 
min P is more concerned than ascorbic acid in maintaining 
normal capillary resistance, and treatment with vitamin P pre- 


parations may be regarded as almost specific for cases of 
arsenical purpura” impels me, as I have done before (British 
Medical Journal, 1940, 2, 916), to urge caution in attributing to 
vitamin P an important place in the treatment of purpura. In 
support of the first part of the above-quoted statement, with 
which I agree, three papers of mine are mentioned, and it is 
inferred that this work also supports the second part of the 
statement, with which I do not agree, and which is, I think, at 
present unjustified. Vitamin P preparations are specific for 
vitamin P deficiency, a clinical condition which has been de- 
scribed (Scarborough, Lancet, 1940, 2, 644), but the nature of 
which requires further investigation. I have never suggested, 
nor, I hope, implied, any extension of this conclusion, and 
accordingly I regret that the results published in the three 
papers cited by Major Laird have apparently been capable of so 
wide an interpretation for which I disclaim any responsibility. 


The results of my work, so far as they relate to antisyphilitic . 


therapy, are primarily concerned te show that a low capillary 
resistance is associated with and frequently precedes toxic mani- 
festations of treatment. It was suggested, therefore, that vita- 
min P preparations might be of service in the prophylaxis and 
treatment of the condition but never that they were specific. 

There is, so far as I am aware, no foundation in the literature 
for Major Laird’s assertion that “increased capillary fragility 
present in... thrombocytopenic purpura is counteracted by 
treatment with vitamin P,” and it is incorrect to quote any 
work of mine in its support. My own experience, as well as 
the publications of other workers, including even Szent-Gyérgyi, 
plainly indicates the statement to be unjustified. 

Finally, Major Laird is in error in citing Bell et. al. (Lancet, 
1940, 2, 155) in support of the first part of the statement quoted 
above. The opinion of Bell and his co-workers, as set forth in 
their paper, was, and I believe still is, the reverse of that 
attributed to them.—I am, etc.. 


The Clinical Laboratories, 
Edinburgh Royal Infirmary. 


HAROLD SCARBOROUGH. 


Sir,—I am indebted to Drs. Bell, Lazarus, and Munro (April 
4, p. 455) for drawing attention to the results reported in their 
paper (Lancet, 1940, 2, 155) on capillary fragility. The refer- 
ence to their paper in my article on arsenical thrombocytopenic 
purpura (March 21, p. 381) was included with five other refer- 
ences to recent work on capillary fragility, and my statement 
that “recent work indicates that vitamin P is more concerned 
than ascorbic acid in maintaining normal capillary resistance ~ 
was a majority conclusion based on these six reports. The 
need to economize on space led to this compression and pre- 
vented a fuller and less ambiguous statement. I considered 
it important to include the article by Dr. Bell and his colleagues 
among the references to recent work partly because their 
results with vitamin P were at variance with the views expressed 
by others and partly because their paper was such an excellent 
contribution to the study of capillary fragility in general.— 


I am, etc., S. M. Lair. 


Puerperal Cerebral Venous Thrombosis 


Sir,—The group of articles on puerperal cerebral venous 
thrombosis (April 4) shows that obstetricians have become inter- 
ested in this condition. We believe, however, that Mr. Ross 
Stansfield’s estimate of its mortality rate (p. 436) is much too 
gloomy. He calculates from the “ definite ” cases in the litera- 
ture that the proportion of fatalities is 50%, and while stating 
that this figure is probably too high because “ it is possible to 
make a confident diagnosis . . . only in the severer cases,” he 
refers at the end of his paper to “ what has invariably been a 
fatal complication of the puerperium.” We hope our cases are 
included in his calculation, and some of those which von Hésslin 
collected from the literature. 

In the early stages of investigating the clinical features of a 
relatively unrecognized disease it is necessary to restrict one’s 
view mainly to cases with absolute proof of the existence of 
the lesion. With cerebral venous thrombosis this implies either 
post-mortem examinations or, in rare cases, operative demon- 
stration of the lesion. But such initial studies, necessarily in- 
cluding as many proven cases as possible, cannot be taken as 
giving any indication at all of the true mortality rate of the 
condition. Only when the clinical picture is sufficiently estab- 
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lished for a confident diagnosis to be made during life can the 
mortality rate be estimated. For this purpose cases of cerebral 
venous thrombosis from von Hédsslin’s “ catalogue” must be 
disregarded because none but the ‘fatal cases were recognized 
in his time In our paper (1940) we described five puerperal 
cases and referred to two others, and of these seven cases two 
were fatal. Eight other cases have now been described in your 
Journal and two of these were fatal—roughly the same propor- 
tion. But, as has been said, this proportion must be higher 
than the true mortality rate. One of us has had a series of 
eight cases (and a probable ninth) in the acute stage, of which 
only one was fatal. The number is much too small for any 
conclusion, but taking into account also what we know of non- 
puerperal “ primary” cerebral venous thrombosis, we are in- 
clined to think that this gives a truer estimate of the fatality 
rate than the recorded series.—We are. etc., 
J. PURDON MartTIN. 
London. W.1. H. L. SHEEHAN. 
Post-war Planning and Winning the War 

Sirn,—May 1 suggest to Mr. R. Watson-Jones (April 11, 
p. 478) and others our method in Oxford of meeting on Sunday, 
after tea, to discuss the medical service of the future, etc. Sit- 
ting quietiy round a table, members of the group drawn from 
consultants, county and city medical officers, our lady col- 
leagues, and general practitioners, we learn a lot from different 
points of view. We are not neglecting any war work, and are 
fully alive to interests and activities required by war con- 
ditions. From experiences of those who find time to attend 
occasional meetings one would say they are the men and 
women least likely to neglect any duties. It would be unwise 
to wait until the war is over, and take a chance of a new 
Government bringing in a fresh Act affecting medical work, and 
not giving time for careful study of all the very difficult points 
which require consideration. Surely it is better to have a plan 
ready.—I am, etc., 

Bicester, Oxon. 


Sir,—One views with much concern the discussions which are 
taking place at the present time on post-war medical planning. 
They seem to indicate that there are many medical men who do 
not yet realize that we are in the middle of a life-and-death 
struggle, the result of which no man can foretell. If we are to 
win this war the country requires now and for the duration all 
our efforts towards that end. This is not the time for lengthy 
deliberations on nun-urgent post-war problems. Let us first 
secure victory and then we can settle down to discuss in a more 
peaceful atmosphere what improvements can be made in the 
medical services in this courtry. 

The younger men in the profession are those who will be 
most affected by post-war medical alterations, but they are for 
the most part scattered throughout the world in the fighting 
Forces and are consequently deprived of an opportunity to 
express their opinions on schemes with which their future 
careers may be linked. Medical men will remember the bitter 
feelings which arose after the last war between the men who 
had joined the fighting Services and those who remained at 
home. Many of us in tne former category considered that 
there was a large number among the latter who did not play 
the game in our absence. It would be a great pity if a similar 
condition arose after this war. Those who are still at home 
are acting as trustees for the men who have joined up. It is 
imperative that we should make sure that our actions are in 
tune with an honourable execution of our trusteeship. With 
these thoughts in my mind I doubt the wisdom of the B.M.A. 
in launching discussions on medical planning in the midst of 
the present crisis.—I am, etc., 

Westcliff-on-Sea. 


J. HOLMEs. 


A. D. E. Baytiss. 


R. W. I. Urquhart (Canad. med. Ass. J., 1942, 46, 54) states that 
1,274 boards held on soldiers in the Canadian oversea Forces showed 
the following results: diseases of the digestive system, bone and 
joint disease, mental diseases, and diseases of the chest were respon- 
sible for over two-thirds of the cases invalided to Canada, in the 
order named. The conditions most frequently met with in this group 
were peptic ulcer, arthritis, deformities of the feet, psychoses, and 
bronchitis with or without asthma. Pulmonary tuberculosis, diabetes 
mellitus, and nephritis were relatively insignificant causes of 
tnvalidism owing to examination of chest and urine on recrujtment. 


Obituary 


DAVID pe SOUZA, M.D., D.Sc., F.R.C.P. 


Dr. David Henriques de Souza, consulting physician to the West- 
minster Hospital, died suddenly in that hospital at the close 
of last month, aged 65. He came of a well-known Portuguese 
family in England, and after schooldays in Jamaica entered 
University College, London, as a natural science student, reading 
for the B.Sc. degree, which he obtained with first-class honours 
in physiology in 1899. Four years later he took the English 
Conjoint qualification, and in 1905 the M.B., B.S.Lond. degrees. 
He was then for some time senior obstetrical assistant at 
University College Hospital. In 1908 he proceeded to the 
D.Sc., and in 1919 was elected F.R.C.P.. having taken the 
Membership in 1910; he was also a_ barrister-at-law of 
the Middle Temple. 

While devoting himself mainly to the teaching and practice of 
clinical medicine de Souza lectured for many years on physio- 
logy at King’s College, London ; and in 1930 he was named as 
joint author of the third edition of the Manual of Physiology 
written by his senior colleague at King’s, Dr. Willoughby Lyle. 
Long before then he had become a member of the senior staff 
of the Westminster Hospital, which he reached by way of the 
post of medical registrar. For a considerable time he doubled 
the parts of physician and lecturer on medicine at the West- 
minster and lecturer on physiology at King’s. He joined the 
British Medical Association in 1907 and was an active member 
of the Physiological Society, to whose Journal he contributed 
several papers. After his retirement from the post of physician 
to the Westminster Hospital a laboratory was equipped for 
him in the new medical school. He served several periods as 
examiner in physiology and in medicine for the English Conjoint 
diplomas, and in 1922 was examiner in physiology for the 
Primary Fellowship examination of the Royal College of 
Surgeons. 

A memorial service was held on March 31 in the temporary 
chapel in one of the wards of the Westminster Hospital in the 
presence of his widow and many who had been associated with 
Dr. de Souza in the old and the new buildings. 


Dr. GEORGE ARBUTHNOT ROBERTSON died in March last. He 
was born in May, 1860, at Brighton. Educated at Fettes and 
the London Hospital, he graduated M.B., B.S.Durham in 1888. 
and in the same year became M.R.C.S., L.R.C.P. He practised 
from 1895 to 1915 at Holmwood, Surrey, and thereafter unti! 
his retirement for health reasons in 1929 at Notting Hill Gate. 
London. He was a keen rider to hounds in early days, and his 
main interest, outside his profession, was in music. He leaves 
a widow and two daughters, one of whom, Mrs. Henry Turner. 
is well known as a novelist under the name of Arnot Robertson. 


The following well-known medical men have died abroad: 
Dr. Emite pe Grosz, emeritus professor of ophthalmology of the 
Budapest Medical School and president of the International Organ- 
ization of the Campaign against Tuberculosis, aged 76, at Budapest : 
and Dr. Emite-Jean Moore, emeritus professor of oto-rhino- 
laryngology, founder and for some years editor of the Revue 
hebdomadaire d’otorhinolaryngologie, aged 81. ‘ 


Universities and Colleges 


UNIVERSITY OF DUBLIN 
The following candidates have been approved at the examina- 


tions indicated : 
MEDICAL EXAMINATION.——Medicine (M.B.): 


*Cecilia J. Dippenaar. 
+]. W. Dignan, A. McC. Russell, Korneecls J. Swanepoel, A. Aitken, Brenda R. 
Boydell, A. M. Jacobson, S. D. Killen, M. G. fackson-Smyth, Lavinia F 
Nightingale, J. W. van der M. Roos, P. J. Mentz. Surgery (B-Ch.): tCec.Ma 3 
Dippenaar, tFranziska G. Brill, Florella Starritt, Gladys M. Byers, D. M 
Brooks, M. B. Flanagan, Korneels |. Swanepocl, C. W. Lloyd, G. F. Sha» 
R. C. Rylance, T. J. N. Bates, S. B. Stein, T. A. H. Black, Muriel Eakin-. 
A. G. Lee. Midwifery (B.A.0.): *F. S. Stewart, *W. J.C. Hill, *A. V. Poots. 
A. McL. Lee, tH. Scheyer, tR. B. Brenan, *tHannah E. Hinchclift. 
tJ. M. T. Adamson, tE. K. Holland, TP. St.G. Anderson, tJ. J. Musgrave. 
tViolet K. St.G. Breakey, tMary D. Moriarty, tA. W. Pringle, TK. M. Shaw. 
+*K. H. Anderson, tS. Potgicter, *G. R. Connolly, tW. B. Martin, L. T. H 
Mills. F. M. Lanigan-O’Keeffe, Helen U. Croasdaile, C. K. Elliot, J. B 
FitzSimons, N. L. Smith, D. K. Walshe, Catherine E. Craig, Dorothy W. M 
Last, P. H. Seaton, J. D. O'Neil Donnellon, J. McNutt, 0. D. Nightingale. 
R. H. H. B. Lamb, E. McClelland, J. M 


? With second-class honours. 
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NAVAL MEDICAL COMPASSIONATE FUND 


A meeting of the subscribers to the above Fund will be held 
on May 1, at 3 p.m., at the Medical Department of the Navy, 
64, St. James's Street, S.W.1, to elect six directors of the Fund. 


AUXILIARY R.A.M.C. FUNDS 


The annual meeting of the members of the Auxiliary R.A.M.C. 
Funds will be held at 5 p.m. on Friday, May 1, at 11, Chandos 
Street, Cavendish Square, W., when the annual report and 
financial statement for the year ended December 31, 1941, will 
- oe and the officers and committee for the current year 
elected. 


CASUALTIES IN THE MEDICAL SERVICES 


Surg. Lieut.-Cmdr. RopeRt MACDONALD BREMNER, R.N., who 
died in April as the result of enemy action, aged 37, was the 
eldest son of the late Mr. J. Bremner and Mrs. Bremner of 
Wick, and was educated at the University of Edinburgh, where 
he graduated M.B., Ch.B. in 1929. Before entering the Royal 
Navy as surg. lieut. in 1933 he was in practice in Leicestershire 
and Durham. He was promoted surg. lieut.-cmdr. in 1939. He 
had been a member of the-B.M.A. since 1935. 


The death is announced on March 26, while prisoner of war, 
of Col. Wittiam ALBERT Ropertson, C.B.E., M.C., T.D., 
R.A.M.C. He was born on September 6, 1885, and was 
educated at the High School and University College, Dundee, 
and at the University of Edinburgh, where he graduated M.B., 
Ch.B. in 1907, proceeding M.D. in 1926. In 1913 he was 
honorary surgeon to Hartlepools Hospital and police surgeon 
for the Hartlepool district. He was appointed medical officer 
to the Durham R.G.A. in 1914, and served in France with the 
50th (Northumbrian) Division, 1915-18, being mentioned in 
dispatches and awarded the M.C. After the war he returned 
to Broughty Ferry, and was elected to the staff of the Royal 
Victoria Hospital, Dundee. In 1921 he was appointed medical 
officer in charge of the North Scottish R.G.A., and from 1928 
to 1932 commanded the 152nd (Highland) Field Ambulance, 
T.A., and in 1935 became A.D.M.S. of the Sist (Highland) 
Division, T.A. For his services to the Territorial Army he was 
awarded the C.B.E. in the 1939 New Year Honours List. He 
was recalled for service at the outbreak of the present war and 
proceeded to France, being taken prisoner in May, 1940. Col. 
Robertson had been a member of the B.M.A. since 1912. 


Lieut. CHAIM ISAAK PAGIRSKI, a member of the Palestine 
Section of the R.A.M.C., is recorded as “ Died” in an Army 
Council Casualty List published on April 16. 


Prisoners of War—Capt. O. V. S. Kok, S.A.M.C., Lieut. J. 
McSorley, R.A.M.C. 

Missing.—Col. C. F. Burton, M.C., Maior G. O. Gauld, R.A.M.C., 
Surg. Lieut. A. G. Grave, R.N.V.R., Lieut.-Col. J. Huston, 
R.A.M.C., Capt. J. Jesson, R.A.M.C., Major M. T. Read, M.C., 
R.A.M.C., Surg. Lieut. G. L. Ward, D.S.C’, R.N.V.R., Capt. A. J. N. 
Warrack, R.A.M.C., Capt. E. D. H. Williams, R.A.M.C. 

Repatriated Prisoners of Wa: —Col. H. C. Godding, Capt. F. N. G. 
Malone, R.A.M.C. 

Wounded.—Capt. G. R. Royston, R.A.M.C. 


Medical Notes in Parliament 


Calcium Addition to Flour 


On April 13 Major LLoyp Georce told Sir E. Graham-Little 
that the Government's decision to prohibit the manufacture of 
white flour, except under licence, from March 23 necessarily 
suspended the fortification of flour with aneurin in this country. 
In view of the changed outlook owing to the reduction of 
imports it had been decided to arrange for the addition of seven 
ounces of calcium carbonate to each 280 Ib. of flour. This 
addition would proceed district by district throughout the 
country until all flour on sale would be so treated. The date 
when the loaf would be made entirely from 85% wheatmeal 
would vary in different parts of the country, depending on the 
quantity of white flour in those areas and the necessity for its 
early use. It was not intended to instruct bakers to distinguish 
in any way the national loaf carrying the authorized admixture 
of white flour from that made entirely from 85% wheatmeal, 
but the latter, of course, would be slightly darker in colour. 

Mr. MontaGue asked on April 15 whether Major Lloyd 
George had considered evidence advanced to the effect that 


the proposal to add calcium to flour was harmful to the public 
health because of the differences in the quantities of bread eaten 
by classes of consumers, and whether he had any statement to 
make. Major LLoyp GeorGE replied that he had not done this, 
because the appraisal of medical evidence on such matters was 
a function of the committees of the Medical Research Council 
which advised the Ministry of Food on medical and nutritional 
problems. He added that Lord Woolton’s decision to add 
calcium to flour was based on recommendations submitted by 
these expert committees, and had been reached in consultation 
with Mr. Brown. Answering Sir Henry Morris-Jones, Major 
Lloyd George said the Ministry of Food was advised by eminent 
medical men that it was essential to increase the intake of 
calcium. Sir Henry said this was against the experience of most 
general practitioners. 


Home Guard Medical Officers 


On April 13 Mr. SaNpys stated that only one request had 
been received from a zone medical adviser in the Home Guard 
that a conference of such advisers might be held for the dis- 
cussion of their duties and difficulties. It was not thought that 
a general conference of zone medical officers would be helpful, 
because conditions differed so much in different parts of the 
country, but the calling of command conferences was being 
considered. Home Guard medical officers could not be 
mustered except for duty at regimental aid posts, but if they 
were without civil obligations there would be nothing to prevent 
their giving full-time attendance to their Home Guard units. 


Scabies and Army Blankets 


On April 13 Mr. BELLENGER asked Mr. Sandys, who had said 
that all Army blankets were disinfected every six months, 
whether he was aware that the experience of many members of 
the House did not coincide with this information. Was it not 
true that there was a prevalence of scabies in the Army which 
might be traceable to this cause, and would Mr. Sandys see that 
the cleansing of blankets was properly carried out? Mr. SaNpys 
promised, if given particulars, to look into the matter. Scabies 
was not confined to the Army, and its incidence had been 
increasing among the civilian population at the same time. 
More frequent disinfection of blankets had been tried, but it 
had not reduced the incidence of scabies. Replying to Mr. 
Lawson, Mr. Sandys added that he was anxious to reduce the 
incidence of scabies, but he was satisfied that it was not caused 
by the state of the blankets. He understood that it was usually 
spread through bodily contact, and that infection from blankets 
accounted for only a very small proportion of the cases. 


Milk Certificates 


Lord ARNOLD, in the House of Lords on April 15, speaking 
of the regulations governing priority milk for invalids, said that 
in the majority of cases the doctor could give the certificate for 
only one month, and then in about three weeks the whole 
cumbrous process had to be gone through again. This meant 
waste of the doctor's time. He should have discretion to give 
a certificate for six months. Lord Woo ton, in reply, said that 
in the opinion of the medical profession it was unnecessary to 
give a certificate in the first instance for longer than one month. 
There were specified diseases in which, in the opinion of the 
medical men, milk should be given continuously. In those the 
certificate was given for a longer period. 


Civilian Medical Practice 


Replying on April 15 to Sir E. Graham-Little, Mr. BRowNn 
said the number of doctors enrolled in the E.M.S. on March 31, 
including those on a whole-time or part-time salary but exclud- 
ing those who attended on a sessional basis when required, was 
1,775. The number of doctors in charge of first-aid posts on 
Dec. 31, 1941, the last date for which returns were available. 
was 2,587. He could not say without special inquiry how many 
were of military age. All those liable for military service came 
under review by the Central Medical War Committee and its 
local committees. The decision whether a doctor was to be 
recruited depended on the necds of the hospital or other service 
in which he was engaged. A yercentage reduction in whole- 
time medical staffs of hospitals was being carried out on the 
recommendation of the Medical Personnel (Priority) Committee 
presided over by Mr. Shakespeare. The reduced establishments 
would be no more than were required to treat casualties from 
enemy action on the scale actually experienced, and to provide 
for the various other types of patients included in the E.M.S. The 
doctors in the first-aid services were almost invariably engaged 
in general practice or other medical work. Their availability 
for the Forces was judged on the needs of that other work 
rather than on their first-aid commitments. 
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INFECTIOUS DISEASES AND. VITAL. 
STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics in the British 
Isles during the week ended April 4, 1942. 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are sur: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. 
(d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 


1942 1941 (CorrespondingWeek) 
Disease 
@ ©] @ 
Cerebrospinal fever .. | 181} 7| 35} 6| 319) 221 72) 4 
Deaths 2 3 (2 
Diphtheria 792} 45) 199} 42) 1,038) 42) 257) 32 
Deaths i 3; — 1 2 
Dysentery ..  .. 152) 17] 60 —| 140} 23} 27 
Encephalitis lethargica, 
acute 5 1 1 
Deaths —|— — 
Enteric (typhoid and . 
paratyphoid) fever 24 6 93) § 
Erysipelas 54 | 35 3 
infective enteritis or 
diarrhoea under 
years 2 
Deaths 33} 8 13) § 30} 7 
Measles | 3,274] 226! 306] 90) 14,589] 270] 142) 
Deaths 4 4 20) 
Ophthalmia neonatorum 74, 23 79} 20) 
Deaths 
Paratyphoid fever 4, — 1 
Pneumonia, influenzal* | 1,136} 50} 13) 3) 10% 1,264) 53) 28) 1 
Deaths (from influ- 
enza) 30) 2 3 — 87, 8 1 8 
Pneumonia, primary .. 318} 1S 538] 21 
Deaths 37 17 13} 24 
Polio-encephalitis, acute} — | — 2; — 
Poliomyelitis, acute .. 6) — 1 — 3; — i 1 
Puerperal fever 1 9 i) — 3 
Deaths 
Pusrperal pyrexiat .. 145) 9 154] 9 37 
aths 
Relapsing fever — |— 
Deaths 
Scarlet fever .. .. | 1,119) 48] 214) 54 1,212) 53} 145} 39) 
Typhoid fever .. 10) 1 7 
Typhus fever .. — | — | — 1 
Deaths 
Whooping-cough .. | 1,412] 181) 49) 29) 178 4, 84) 855 
Deaths 15 3} — 2 2 18 4 1 
Deaths (0-1 year) 344, 34, 7. 1 
Infant mortality rate 
(per 1,000 live births) 
Deaths (excluding still- 
births) <i .. | 4,756) 684) 712) 199 129) 6,360} 965] 798) 236 208 
Annual death rate (per 
1,000 persons living) 16-0] 13-3) ¢ 17-4) 15-7] 18-2 
Live births as .. | 5,609] 617) 849) 3 5,165} 423) 847| 340) 246 
Annual rate per 1,000 
persons living .. 17-6] 23-1} ¢ 17-1] 22-6] 21-5 
Stillbirths 235} 29 35 46) 
Rate per 1,000 total 
births (including 
stillborn) .. $2) 


* Includes primary form for England and Weles, London (administrative 
county), and Northern Ireland. 

¢ Includes puerpera' fever for England and Wales. 7 

¢ Owing to evacuation schemes and other movements of population birth and 
deuth rates for Northern Ireland are no longer available. 


EPIDEMIOLOGICAL NOTES 
Discussion of Table 


In England and Wales during the week there was a general 
decline in the incidence of infectious diseases, the only excep- 
tions being measles and dysentery. 

The notifications of measles were 86 more than in the pre- 
ceding week, this being the eleventh consecutive week to record 
an increase. During this period the experience of two or three 
counties has affected the trend for the whole country, as the 
following figures show: Kent 210 (Canterbury C.B. 49); 
Middlesex 441 (Harrow U.D. 103, Hendon M.B. 75, Heston and 
Isleworth M.B. 80, Ruislip Northwood U.D. 54); Northumber- 
land 330 (Newcastle-upon-Tyne C.B. 240). 

There were 152 cases of dysentery—27 more than in the pre- 
ceding week and the largest weekly total so far reported this 
year. New outbreaks occurred in Hertfordshire (Hitchin R.D 
28, St. Albans R.D. 11), Norfolk (Norwich C.B. 8, Loddon R.D. 
11), and Yorks West Riding (Sheffield C.B. 6). 

In Scotland there was a general rise in the incidence of infec- 
tious diseases. The numbers of cases of measles reported in 
Edinburgh, 146, and in Glasgow, 132, were 23 and 18 above 
the total for the preceding week. In Dundee there were 24 
cases of dysentery, as compared with 12 in the preceding week 
Notifications of scarlet fever were 20 above last week's total. 


Winter Epidemics 


The approach of winter, with the accompanying seasonal rise 
in the incidence of infectious diseases, has been a matter of 
concern to public health authorities during the war. Now that 
the third winter of war is over it is of interest to compare the 
experience of the three winters. The numbers of notifications 
for various diseases in the first quarter of the year and the 
last quarter of the preceding year (26 weeks) were: 


. 1939-40 1940-1 1941-2 
Scarlet fever 30,284 38,647 31,525 
Diphtheria 21,451 31,608 24,992 
Acute pneumonia 30,032 29,683 26,800 
Cerebrospinal fever .. 5,432 6,138 3,879 
Paratyphoid and typhoid fevers ws “A 518 637 774 
Deaths from influenza (126 great towns)... 4,935 2,554 1,1 


Generally, the incidence of infectious diseases was at a lower 
level during the past months than in the preceding winter. The 
incidence of dysentery and of enteric has progressively increased 
during each winter, whilst acute pneumonia and deaths from 
influenza have declined. The figures for scarlet fever and diph- 
theria were below those for the preceding year, but higher than 
those in the first winter of the war. 


Returns for the Week Ending April 11 
The notifications of infectious diseases included scarlet fever 
939, whooping-cough 1,269, diphtheria 736, measles 3,757, 
acute pneumonia 1,089, cerebrospinal fever 199, dysentery 168, 
paratyphoid 6, and typhoid 3. 


Medical News 


The annual congress of the Ophthalmological Society of the 
United Kingdom will be held at the Royal Society of Medicine, 
Wimpole Street, W., on May 29 and 30, when there will be two 
subjects for discussion. The first, at the Friday morning session, 
is the value of sulphonamides in ophthalmology, and will be 
opened by Major G. I. Scott and Mr. Arnold Sorsby; the second, 
to be discussed at the Saturday morning session, is the role of 
vitamins in ophthalmology, and will be opened by Dr. Raymond 
Greene and Mr. F. A. Williamson Noble. Members who wish to 
take part in these discussions or read papers at the congress are 
asked to inform Mr. Frank W. Law, F.R.C.S., acting honorary 
secretary, 36, Devonshire Place, W.1, within the next few weeks. 


A meeting of the Association of Industrial Medical Officers will be 
held at the London School of Hygiene to-day (Saturday, April 25) 
The business meeting will be at 2 p.m., and at 3.30 p.m. Prof. H. A. 
Harris will read a paper on “ Posture in Industry.” 

Meetings of the Royal Sanitary Institute will be held at Bradford 
Town Hall as follows: Friday, May 1, 2.30 p.m., discussion on 
“ Regionalization of Hospitals,” to be opened by Dr. J. M. Gibson ; 
Saturday, May 2, 11 a.m., paper by Mr. T. Sewell on “ Sanitary 
Questions arising from Enemy Attacks on Towns.” 
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The Association of Scientific Workers has set up a provisional 
Medical Sciences Committee “ to further the objects of the A.Sc.W. 
among scientific and technical workers concerned with the medical 
and: ancillary sciences.” The acting secretary of this committee is 
Dr. J. H. Humphrey, 32, West Hill Court, Millfield Lane, N.6. The 
first meeting will be held on Saturday, May 9, at 3 p.m., in the 
Small Conway Hall, Red Lion Square, W.C., to elect a representa- 
tive committee and to adopt a programme for immediate action, with 
special reference to industrial health research, industrial medical 
services, and wartime nutritional problems. : 

Sir Harold Gillies will deliver a lecture on “ Facial Injuries * at 
Weston Hotel, Bath, on Thursday, April 30, at 5.30 p.m. All Service 
medical officers and civilian practitioners will be welcome. 

An article on the new Birmingham Accident Hospital appeared 
in the Journal of Feb. 14 (p. 231). A syllabus of the training 
course for a certificate in industrial nursing has now been issued 
jointly by, the Accident Hospital and the University. The course is 
intended for a limited number of State-registered nurses, and will 
consist of three terms, extending over one year, with an examination 
at the end. The first course begins on April 28. 


The Home Secretary has appointed the following to be medical 
referees under the Workmen's Compensation Act for each of the 
county court districts throughout the circuits indicated, to deal with 
cases of dermatitis and other diseases of the skin scheduled under 
the Act: Dr. H. Haldin-Davis (Circuits 45, 47-50, and 56), Dr. Henry 
MacCormac (Circuits 27, 34, 35, 37-50, 56, and 58), Dr. Henry C. 
Semon (Circuits 27, 34, 35, 37-44, 46, and $8). 

Col. George Wykeham Heron, C.M.G., C.B.E., D.S.O., R.A.M.C. 
(ret.), Director of Medical Services, has been appointed an Official 
Member of the Executive Council of Palestine. 

The faculty of medicine of Sao Paulo has appointed as its new 
director Prof. Benedicto Montenegro, the well-known Brazilian 
surgeon. 

The Royal Medical Benevolent Fund was one of the seven 
charities which received part of the residue of the estate of the late 
Dr. J. J. Thomarson of Bournemouth, and gratefully acknowledges 
the receipt of £286 Ils. Sd. 


Letters, Notes, and Answers 


== 


All communications in regard to editorial business should be 
addressed to THe EDITOR, BritisH Mevicat JourNaL, B.M.A. 
House, Tavistock SQUARE, ‘Lonpon, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Secretary 
of the Journal Board, B.M.A. House, Tavistock Square, W.C.1, on 
receipt of proofs. Authors over-seas should indicate on MSS. 
if reprints are required, as proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement 
Manager (hours 9 a.m. to 5 p.m.). Orders for copies of the 
Journal and subscriptions should be sent to the Secretary. 

TeLEPHONE No.—B.M.A. and B.M.J.: EUSTON 2111 

TELEGRAPHIC ApprEsses.—EDITOR, Aitiology Westcent, London; 
SECRETARY, Medisecra Westcent, London. 

B.M.A. ScortisH OFFice: 7, Drumsheugh Gardens, Edinburgh. 


QUERIES AND ANSWERS 


Income Tax 


Partner Serving in the Forces 
J. H. has arranged with his partners that he shall pay into the 
firm’s account £x from his Army pay, “ less one-half £x, the 
income tax which is deducted ” before he receives it. He asks 
for a suggested form of words “ to satisfy the tax collector ” on 
the matter. 

*.* There are some special provisions in the Finance Act of 1941 
dealing with covenants to make payments of such sums as after 
deduction of income tax will be equal to a stated amount, and 
though these provisions apply in terms only to covenants, etc., 
made before Sept. 3, 1939, it is advisable to avoid an undertaking 
to make a payment after deduction of tax from the gross amount 
specified. Bearing in mind that nothing that the partners may 
agree upon between themselves will affect the mode of taxing the 
respective incomes—practice profits and Army pay—or the amount 
of the assessments thereon, the simplest course is probably the best 
—namely, to decide what gross sum J. H. should pay into the 
partnership account, and when the assessments have been made 
request the inspector of taxes to supply a statement setting out 
exactly how the local tax should be divided so as to recoup J. H. 
for the tax he has suffered on his military pay. 


Liability after Sale of Practice 
C. P. sold his practice in May, 1940, but has had a salary of £550 
a year from April 5, 1940, onwards. He asks for a statement of 
his liability for 1940-1 and for 1941-2. 


*,” The particulars as to assessment for the two years are as 
follows: 


Unearned income . £70 .. £138 
Earned income, £550+ -. £599 .. £550 
£669 £688 
Allowances: 

Earned income relief (1/6) .. £100  — 
» G/10) - — .. £55 
Personal allowance... 46 £170 .. £140 
Children allowance .. Ce. 
£370 £245 

@ Ss. Od. .. 

£134 @ 8s. 6d. .. 456 19 0 

————- £98 4 0 
£1658 @ 6s. 6d. oe 6 


£278 @ Od. .. £139 0 0 


£192 12 6 
Less life assurance allowance: 
tS 7s. @ 43s. 6d. .. 18 8 18 8 


- £93 5 4 £191 13 10 


LETTERS, NOTES, ETC. 


Rationing of Advertisement Space 

In these times of acute paper shortage everything possible must be 
done to economize space in the editorial and in the advertising 
pages. Advertisers now have to submit to rationing, and this 
applies both to announcements, public and private, and to displayed 
advertisements. To save space in the former category, and thus 
allow more announcements to appear each week, the secretaries 
of public bodies and of hospitals, etc., are now asked to shorten 
their material by omitting the usual details about applications. In 
substitution of these a notice is printed at the head of the page, 
giving instructions which apply to vacancies in general. 


Positional Treatment of Strangulated Hernia 

Dr. G. Baynton ForGe writes: I find no mention of the positional 
treatment of strangulated hernia in the article by Major D. M. 
Douglas (March 14, p. 354). I had a very bad patch of these 
cases some years ago: two elderly females and one male all died 
under taxis on the usual lines. When a fourth case came along, 
an elderly woman with advanced heart disease, cyanotic and 
oedematous, I thought something else ought to be tried. I raised 
the foot of the bed on two kitchen chairs, and in half an hour 
the hernia was reduced by gravity. Two years later I got a 
strangulated femoral hernia in a young man. I put this up in the 
same way with no effect in half an hour. I then got him to lie in 
the knee-elbow position in addition, and in 15 minutes the hernia 
was reduced. My surgical friends said it was coincidence, but 
getting into touch with the registrar of the London Hospital I dis- 
covered they had been pulling up all their strangulated hernias in 
a similar manner for the past two years (this was 1923), and 
operating after the shock had subsided ; by so doing their mortality 
had been reduced to the same as ordinary hernias; only about 5% 
failed to respond to the positional treatment. I have quite given 
up taxis, and put up the foot of the bed at once, and have not 
lost a case since. 


Net liability 


Blackcurrant Concentrate 

Dr. Howarp ENG tIsH, F.R.C.S.1., writes: No doubt the Ministry of 
Health acted with the best intentions in issuing supplies of concen- 
trated blackcurrant juice to our welfare centres. I should like to 
point out that, though its vitamin content may be high, the juice 
is not suitable for administration to young infants. It has been 
found valuable for flavouring munition workers’ sandwiches, and 
I am told it makes quite nice pies. I need not labour the point. 


Do We Learn from our Enemies? 

Dr. GeorGe Krasner (Glasgow) writes: In these days when there 
is much talk of organization and co-ordination of our efforts, one is 
naturally anxious to know whether every possible consideration is 
given to medical problems. In conversation the other day with a 
non-medical German refugee, the casual remark was dropped by 
him that the members of every German tank crew possessed the 
same blood group. Is this arrangement, or can it be, applied to our 
Forces? The advantages presented by a provision of this nature 
are obvious, especially where circumstances arise in which units 
might operate at long distances from their bases. The deter- 
mination of the blood group might well be advantageously carried 
out on every soldier in the Services, and the group number 
stamped on the identification disc. The technique of blood group- 
ing is relatively simple and facility therein soon acquired by the 
M.O. Many lives are lost by delay. 
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